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1
Austria

M. Redaélli, S. Wilm, D. Simic, M. Sprenger

1. The context of primary care

Country and population

The Republic of Austria is by its constitution a semi-
presidential parliamentary republic. The country consists
of nine federal states, one of which is the metropolitan
area of the capital Vienna.

Austria lies geographically in central Europe with a
surface of 83 871 km?. As there is no direct access to the
Mediterranean Sea, it is a landlocked country. More than
60% of the Austrian state area is mountainous. With
8.38 million inhabitants the population density is 99.96
inhabitants per km?.

The size of the population is increasing, but like many
industrial countries Austria has to face an ageing of the
population. In 2009, 15.1% of the population was aged
0-14 years, 67.6% was aged 15—-64 years and 17.3% was
aged 65 years or older (OECD, 2010).

Development and economy

Austria’s economic system is a market economy, with
a GDP of total US$ 415 billion (nominally) in 2008
and therefore one of the smaller national economies in
Europe. Regarding GDP per inhabitant, at US$ 50.098
(nominally), it counts as the strongest in Europe.

In 2004, Austria spent around €23 billion on its national
health care system. This corresponded to 9.6% of its GDP.
Inpatient care consumed almost 40% of the total health
care expenditure. The proportion of expenditure used for
this sector has increased by 2.4% since 1995. Expenditure
in hospital outpatient departments is already included in



Table A1.1: Development of health care resources and utilization
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Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Austria EU’ Austria EUT Austria EUT Austria EU’ Austria EU
1995 9.5 7.6 2239 1275.9 843.3 740.9 347.0 292.7 35.9 2756
2000 9.9 7.9 2862 1608.0 785.4 669.0 380.6 2951 35.4 28.3°
2005 104 8.5 3472 2150.9 768.2 604.6 431.4 316.0 34.0 26.34
2009 10.57 8.8 39707 2788.2 770.97 564.8 467.8 321.6 33.2 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Austria EU? Austria EU’ Austria EU? Austria EUT
1995 n.a. 57541 11.2 12.5 21.9 15.7 6.3 6.6
2000 707.3 655.9 9.8 10.3 24.4 17.7 6.7 6.8
2005 717.4 682.7 8.0 9.5 261 16.2 6.7 6.8
2009 751.6 745.5 7.97 8.8 26.77 15.6 6.9 6.9

Source: EU and Austria average values are based on the European Health for All database (WHO Regional Office for Europe, 2010).

Notes: ! Years: 1992, 1997, 2002, 2007. ? Years: 1991, 1996, 2001, 2006. 3 Year

2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK.

“Year 2002, EU average excluding CY, ES, GR, MT, PL, RO. ° Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK.

Year 1993, EU average excluding CY, ES, GR, MT, NL, PL, RO. " Year: 2008.

this item. Around 12% of the costs of public hospitals are
accounted for by services provided in hospital outpatient
departments. Austria is ranked 25th on the Human
Development Index, with 0.851 (UNDP, 2009).

Population’s health

Civilization illnesses are predominant for the spectrum
of the health care. For example, chronic heart diseases,
diabetes mellitus or cancer are frequent reasons for health
care consumption. An feature specific to Austria lies in
the high number people affected by depression — 40 000.
About 15 000 people per year try to commit suicide.
Life expectancy in Austria is 82.1 years for women and
76.4 years for men. Child mortality amounts to 0.45%.
With 1.4 children per woman the fecundity rate is one of
the lowest in Europe.

Characteristics of the health care system

Regardless the type of employment in Austria there is a
fundamental duty for everyone to have health insurance.
Around 80% of the Austrian population is covered by
General Social Security Act (ASVG). There is no freedom
of choice regarding which fund to join. Only the self-
employed can choose between different health insurances
(Hofmarcher & Rack, 2006).

Table A1.1 shows Austria has invested in health care well
above the EU average level in the past decade. As a result,
health expenditures per capita are also high. Overall
health care resources (hospital beds, physicians, relative
supply of GPs, nurses) and consumption (acute hospital
admissions, outpatient contacts) are also relatively high
compared to EU averages.

2. Structure of the primary care system

2.1 Primary care governance

Primary care, which is called in Austrian the “extramural
area’, has not been defined with explicit goals in any
policy documents.

Primary care does not have a specific department or
unit within the Ministry of Health. Responsibilities for
primary care have been decentralized to regional level.
Financing of primary care is according to the Federal
Constitution, primarily the regulatory responsibility of
the federal government. Therefore each of the nine federal
states can have a different budget size (Hofmarcher &
Rack, 2006).

The number and the regional distribution of self-
employed physicians are specified in a “location plan”
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which is drawn up by the health insurance funds and
the physicians’ chambers. The aim of this regulatory
measure is to avoid imbalances in the provision of health

care (Federal Ministry of Health, 1998a).

The treatment tariffs and reimbursement level, the
number, and distribution of physicians who are
contracted with social insurance companies are based
on a “staffing plan” determined by negotiations between
the regional health insurance fund and the Physicians’
Chamber at federal state level. As a result, many
differences exist across the regions in supply of physicians
and reimbursements of treatments (Hofmarcher & Rack,
2006). Some of the physicians in private practice, so
called “Wahlirzte”, do not have a contract with a health
insurance fund.

Although the main responsibility for and influence on
primary care policy development lies with the health
insurance funds, community influence on the provision
of primary care services has been organized incidentally
via ownership of primary care facilities by regional and
local authorities (Hofmarcher & Rack, 2006).

The federal sanitation authorities have a specific unit
for primary care responsible for state inspection. The
existing voluntary mechanisms to maintain and improve
the quality of care, such as audits and quality circles, are
not taking place systematically. They are introduced and
often based on the initiatives of individuals.

Most guidelines for specific use of GPs have been
produced by a voluntary professional association of GPs
(OGAM), adapted from foreign guidelines (e.g. from
Finland) or developed by medical specialists. Membership
of OGAM is voluntary for GPs (OGAM, 2010).

Each federal state has a Physicians’ Chamber that
is a member of the Austrian Physicians’ Chamber.
The Chamber is responsible for medical education,
contracting social health insurance funds, and keeping a
register of all physicians.

All GPs are obliged by law to have completed practical
training with a minimum duration of three years. Most
of this training is spent in training hospitals or outpatient
departments. Six months can be spent in teaching
practices. However, there is no compulsory training
within general practice. At the moment only a small
proportion of GPs have completed practical training

within general practice. Continuous medical education is
recommended, but not obligatory (Hofmarcher & Rack,
20006).

Patient rights such as informed consent, patient access
to own medical files, confidential use of medical records

and complaint procedures have been secured by law
(Federal Ministry of Health, 1998a, 1998b).

2.2 Economic conditions of primary care

Expenditure on outpatient care amounted to 23.3%
of total spending in 2004 and increased by only 3%
compared to 1975. However between 1995 and 2004
there was a drop of 1.6%. Alongside the expenditure for
the services of GPs and specialists, these items include
also payments to psychotherapists. In addition, flat-rate
payments by the health insurance funds for treatment
in hospital outpatient departments are also included. In
2007, expenditure on outpatient care was €6.8 billion,
which counts for 24.7% of total health expenditure
(€26.1 billion). 1.7% of the total health expenditure was
spent on prevention (Statistics Austria, 2009).

Patients are free to choose from among contracted
physicians (including GPs and medical specialists) and
independently practising physicians, and can select a
physician of their choice for their primary care needs
without geographical restrictions. A high proportion of
GPs, so called “Wahblirzte”, do not have a contract with
any health insurance company. Many patients appreciate
visits to “Wahlirzte” as they often provide special services,
such as complementary medicine, or have regular
appointment systems and more time available.

According to the Austrian Chamber of Physicians
there were 12 442 GPs in February 2009. Of these, it
is estimated that 51% are self-employed and 49% are
salaried, working as ward physicians in hospitals. Among
the self-employed physicians, 40% have a contract with
one or more health insurance companies, 57% do not
have a contract with any health insurance company
(“Wabhlirzte”), and about 3% are non-active registered
GPs (e.g. working at a social insurance company, or as
occupational health physician (Statistics Austria, 2009).
Salaried employed GPs are paid a flat salary, whereas self-
employed GPs are paid by a mix of capitation and fee-for-
service and other specific components (e.g. basic practice
allowance) (Hofmarcher & Rack, 2006). The average
annual income of a self-employed GP is €90 852.98 (in
2005) (OECD, 2009b; United Nations, 2010). Fig. Al.1



shows that medical specialists generally have a much
higher income, and nurses and allied health care staff
a much lower income than salaried GPs. Therefore
the income differences are rather large in Austria, and
can play a role in the (un)attractiveness of the medical
profession of GPs.

Fig. A1.1: How does the average income of mid-career health

professionals relate to that of a mid-career GP?
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Depending on the type of sickness fund, some patients
have no out-of-pocket payments for a visit to their GP,
whereas others need to pay 20% of the cost of every visit.
It is the same for specialist visits upon referral by GPs and
home visits made by GPs: with some insurance funds
patients may need to pay a fee for every visit. With the
exception of disadvantaged groups, patients pay a small
co-payment for medicines or injections prescribed by

their GP.

When patients visit a self-employed physician without a
contract, 80% of the costs which the health insurance
funds would pay for the same service by a contracted
physician are reimbursed (after the patient has paid
upfront first). The costs of contracted physicians are
mostly considerably lower than those of private physicians
(“Wabhlirzte”), resulting in considerable out-of-pocket
payments for patients.

A survey from 2007 showed that 7% of the respondents
rated general practice care as not very or not at all
affordable (European Commission, 2007).

2.3 Primary care workforce development

The demography in Austria has led to a considerable
increase of the GPs” workload, caused by the increasing
number of chronically ill persons. This development
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actually requires an increase of GPs, but instead a growing
lack of GPs is observed. The profession of general practice
does not attract medical students. This problem is
aggravated even more severely by the demography among
practising GPs: 45% are aged 55 years or older, 35% are
aged 45-55 years, and only 20% are aged 45 years or less.
The workload of GPs strongly varies between urban and
rural areas. It is estimated that this can range from 20 to
100 working hours per week (Fuchs et al., 2009).

According to Eurostat data, Austria has a very high level
of provider availability with 153.3 GPs per 100 000
inhabitants (including GPs working in hospitals as ward
doctors) (see Fig. A1.2) (Eurostat, 2010). In contrast to
the Eurostat data, Austrian experts maintain there are
72-85 GPs working for the direct health care service
per 100 000 inhabitants. The other data corresponding
to the different professions are indisputable. The supply
density of dentists, internists or surgeons correspond to
European standards.

Fig. A1.2: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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Austria has three departments of family medicine at
medical universities (the universities of Graz, Vienna
and Innsbruck). Family medicine is a subject in the
undergraduate medical curriculum, but there is no
postgraduate training programme. After graduating
as an MD, graduates have to pass a practical training
lasting at least three years (see section 2.1) and an exam
to get the “jus practicand;”. Graduates are then able to
practise as a GP. About 75% of all MDs (number quite
constant over the last decade) fulfil this training annually,
but only 25% of them work afterwards as self-employed
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GPs. The others work as ward doctors, non-contracted
GPs, in other areas or they start the training to become a
specialist. Some specialists — who have fulfilled the three-
year training for GPs — may choose, after working several
years in the hospital, to move into primary care and work
as a GP instead.

There is professional training specifically for district or
community nurses or primary care nurses.

3. Primary care process

3.1 Access to primary care services

In total, there were around 1881 inhabitants per GP
with a health insurance contract in 2003, and 2071
inhabitants per contracted specialist. The regional
variations in the density of provision between the federal
states are much more distinct in the case of contracted
specialists than in the case of GPs with health insurance
fund contracts. In the case of GPs, the difference between
the federal states with the lowest and the highest densities
of provision is 17 GPs per 100 000 inhabitants (ranging
from 44 in Vorarlberg to 61 GPs per 100 000 in Styria);
for specialists this is 55 specialists per 100 000 inhabitants
(ranging from 33 in Upper Austria to 87 specialists per
100 000 in Vienna) (Statistics Austria, 2009).

Although there are currently no shortages of GPs
according to national norms, more than half of the
workforce will retire within 15 years from now. At the
moment, particularly in rural areas, it can be difficult for
patients to find a GP.

General practices are obliged by law to be open for a
minimum of 20 hours per week. However, the actual
opening hours may differ across practices. This is
particularly the case in private practices, when physicians
are also working in private and public hospitals, offering
alternative medicine, for example, or very specialized
services (Hofmarcher & Rack, 2006).

A survey from 2007 showed that 94% of the respondents
found it easy to reach and gain access to GPs (European
Commission, 2007). Primary care providers usually carry
out telephone consultations, but seldom offer e-mail
consultations (see Fig. Al.3). Occasionally primary care
practices have a practice website (Dobrev et al., 2008).
Few practices have an appointment system and even fewer

have special clinical sessions. The number of home visits
offered by GPs can range from 0 to 30 per week (this is

included in the fee-for-service incentive system).

Fig. A1.3: The extent to which organizational arrangements

commonly exist in primary care practices or primary care
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The organization of after-hours primary care differs
across urban and rural areas. In urban areas this is
organized mainly around two modes. Primary care
cooperatives (sponsored by City Councils) and/or hospital
departments providing primary care by taking care of
health problems after office hours. In rural areas, GPs
within one practice or organized in a group of practices
look after their patients on out-of-hours schedules.

3.2 Continuity of primary care services

Only some GPs have a patient list system, or use an
appointment system. On average, they serve 2000
inhabitants. Patients are free to choose any centre
or physician. However, switching physicians within
a time period of three months is restricted by some
health insurers.

It is estimated that 60-70% of the patients visit their
usual primary care provider for their common health
problems. There are no reliable data concerning patients’
satisfaction with GPs. Only some health insurance
companies have conducted surveys on patient satisfaction,
which has always been very high.

GPs are obliged by law to keep clinical records for all
patient contacts. By now almost all general practices
in Austria work with computer support (77% of all
GPs in 2007) (Dobrev et al., 2008). Computers are
used for drawing up bills, prescription of medicines



and keeping medical records. Computers are not
used for communication with patients, colleagues of
other professional disciplines, and are rarely used as a
search instrument.

Referral letters are used only occasionally by GPs
when they refer a patient to a medical specialist. When
patients are discharged from the hospital after receiving
emergency care, they receive a short discharge letter.
However, when they are treated by a primary care
cooperative for after-hours care, the GP is rarely informed
about the care provided.

In general, specialists only occasionally communicate
back to referring GPs after an episode of treatment.

3.3 Coordination of primary care services

There is no gatekeeping system. In principle, patients are
free to choose from among contracted physicians and can
select a physician of their choice without geographical
restrictions. If they choose a GP or specialist without
contract, 80% of the costs which the health insurance
funds would pay for the same service by a contracted
physician are reimbursed (after the patient has paid
upfront first).

The practice structures are predominantly single
practices (see Fig. Al.4). Only in 5% of the practices
do two or three GPs work together in their profession.
Other practice forms are not usual in Austria. The
form of single-handed practices is a result of historical
circumstances. Since August 2010, a new law allows
“Arzte GmbH” (Bundesirztekammer, 2010). For other
structures legal basic conditions and suitable incentives
by the health insurance companies (which have a strong
influence on the form of the health care service in
Austria) do not exist.

Fig. A1.4: Shared practice
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Collaboration within primary care is not common
practice. GPs only occasionally have face-to-face meetings
with other GPs, home care nurses or physiotherapists, and
rarely with midwives, community pharmacists or social
workers. They also rarely ask (telephone) advice from
medical specialists, and specialists do not provide any
joint care with or clinical lessons for GPs.

Task substitutions such as nurse-led diabetes clinics or
nurse-led health education do not occur in primary care.

Clinical patient records from primary care are only rarely
used at regional or local level to identify health needs
or priorities for health policy. The exception is diabetes
disease management and influenza surveillance, for
which epidemiological data is systematically generated
from patient records.

Furthermore, community health surveys are never
conducted to improve the quality and responsiveness of
primary care.

3.4 Comprehensiveness of primary care services

The equipment of primary care practices is regulated by
law, incentives of the medical associations and the health
insurance companies. GPs are able to carry out basic
diagnostic and therapeutic care with this equipment.

In Austria patients often go directly to a medical specialist
for their health problems. As a result, patients are usually
or occasionally treated by GPs for first-contact care,
treatment or follow-up of diseases, medical technical
procedures, or preventive care or health promotion (see

Table A1.2).

In comparison general practices are the centre of care
for many chronic illnesses. This central role for the GP
depends on the number of specialists in a specific region.
Most specialists have their practices in towns and are
therefore not easy to reach for patients in rural areas.

4. Outcome of the primary care system

4.1 Quality of primary care

Classical quality of care data for primary care does not
exist in a comprehensive fashion in Austria.



Austria

Table A1.2: GPs’ involvement in delivery of various primary care services*

GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

* \Woman aged 18 asking for oral
contraception

* WWoman aged 20 for confirmation
of pregnancy

e \WWoman aged 35 with irregular
menstruation

e \Woman aged 50 with a lump in
her breast

e Man with suicidal inclinations

Treatment and follow-up of diseases
(from a list of 9 items)

e Peptic ulcer

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures -
(from a list of 10 items; involvement of
GP or PC practice nurse)

¢ |nsertion of IUD
e Removal of rusty spot from the cornea
e Fundoscopy

Preventive care
(from a list of 8 items)

groups

® Immunization for tetanus
¢ Influenza vaccination for high-risk

e Cholesterol level checking

e Cervical cancer screening
® Breast cancer screening

Health promotion -
(from a list of 4 items)

Note: IUD - intra-uterine device.

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

Concerning the quality of diabetes care, it is known that
for the adult diabetic population:

*  52% had a cholesterol level of 5> mmol/l (in 2005)
(RIVM, 2009)

* 30% with a blood pressure above 140/90 mm Hg
received a blood pressure measurement in the last
12 months (in 2005) (RIVM, 2009)

*  61% had an HbA1C >7.0% (in 2008) (Cebolla
& Bjornberg, 2008)

*  44% of the diabetic population with overweight and
obesity had their body mass index (BMI) tested in
the last 12 months (in 2008) (Cebolla & Bjornberg,
2008)

*  62% received an eye fundus inspection in the last
12 months (in 2005) (RIVM, 2009).

Another opportunity to measure the quality of primary
care is the number of hospital admissions for primary
care sensitive conditions as shown in Fig. A1.5. These
appeared to be relatively low in 2008, with the exception

of hospital admissions for patients with an ear, nose and
throat (ENT) infection, dehydration (Statistics Austria,
2009) and asthma (OECD, 2009a).

Fig. A1.5: Number of hospital admissions per 100 000
population with a primary care sensitive diagnosis in most
recent year
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The coverage level of vaccination for children is around
80%. Lowest are vaccinations for measles (76%; in
2009), rubella (76%; in 2009) and mumps (79%; in
2003) (WHO Regional Office for Europe, 2010). The
vaccinations of children are carried out predominantly by
paediatricians and only to a low degree by GPs.

About 43% of the women between 52 and 69 years
have undergone a mammography during the last three
years. Substantially higher is the portion of those women
(81.5%) between 21 and 64 years who had done a Pap
test during the last three years (Linos & Riza, 2000;
OECD, 2009b; Schopper & De Wolf, 2007; Von Karsa
et al., 2007).

4.2 Efficiency of primary care

There are no official statistics available about the
efficiency of primary care in Austria.

With three contacts per patient per year, the Austrians
visit their GPs infrequently (estimate for 2003). The
duration of a general practice consultation is estimated
to be about five minutes (in 2009). In addition patients
consult the GPs by phone. Experts estimate that about
5-15% of all general practice—patient contacts are
telephone consultations and 5% are home visits.
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TI. Cartier, L. Ryssaert, Y. Bourgueil

1. The context of primary care

Country and population

Belgium has a population of 10.67 million inhabitants
in a territory of 30 528 km?, with a mean density of 349/
km?, one of the highest in the developed countries (SPF
Economie PME Classes Moyennes et Energie, 2010). The
2008 population growth was 0.78% and the total fertility
rate was 1.80 in 2006 (Eurostat, 2010), with 16.9% aged
under 14 and 12.3% over 65 (51% are women). It is
estimated that 15.6% of Belgian population will be over
65 in 2050 (Bureau fédéral du Plan, 2008). Density is
very variable among regions: in Brussels density is highest,
with 6459/km?, and in other provinces population density
varies from 59 (Luxembourg) to 612/km? (Antwerpen)
(Eurostat, 2010).

Development and economy

Belgium is a constitutional and parliamentary monarchy.
It is a federal state composed of:

* three regions: Brussels-Capital, Flemish and Walloon

regions and

* three language communities: Flemish (Dutch-
speaking), French (French-speaking) and German-
speaking (nine towns).

The Flemish region and language community are merged.
The German-speaking communities are located in the
Walloon region, on the south-eastern border. Census data
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Table A2.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Belgium EU’ Belgium EU’ Belgium EU’ Belgium EU’ Belgium EU
1995 8.2 7.6 1853 127569 734518 740.9 378.5 292.7 55 2756
2000 8.6 7.9 2377 1608.0 551.68 669.0 408.2 2951 54 28.3°
2005 10.3 8.5 3301 2150.9 526.58 604.6 416.3 316.0 52 26.34
2009 10.27 8.8 35957 2788.2 516.55"%  564.8 418.3° 321.6 50710 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Belgium EU? Belgium EU? Belgium EU? Belgium EUT
1995 1094.6 ™ 57541 1.4 12.5 18.8 15.7 7.6 6.6
2000 n.a. 655.9 8.9 10.3 16.7 17.7 7.5 6.8
2005 1484 682.7 8.5 9.5 16.1 16.2 7.0 6.8
2009 n.a. 745.5 8.37 8.8 15.97 15.6 6.9% 6.9

Source: EU average and Belgian values are based on the European Health for All database (WHO Regional Office for Europe, 2010) unless specified.

Notes: " Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ° Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. #Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. °Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. ¢ Year 1993, EU average excluding
CY, ES, GR, MT, NL, PL, RO. " Year 2007 instead of 2009. ¢ Note that OECD values are quite different from WHO values (respectively 740, 780, 740 and 660).
9 Year 2006 instead of 2009. The figure for practising GPs in 2008 is 293.4, which is more accurate. ' OECD data on licensed physician, and not practicing
GPs (WHO-HFA data stops in 2005, values are slightly different: 48, 45, 42 respectively). The figure for practising GPs is 39 in 2008. " No data in both
WHO-HFA and OECD databases, except for 1995 (WHO-HFA) and 2005 (OECD). ™ Year 2008 instead of 2009.

based on the mother tongue is not allowed in Belgium,
but, by regions, the distribution is 1.05 million (9.8%)
inhabitants in Brussels-Capital, 6.16 million (57.8%)
in the Flemish region and 3.46 million (32.4%) in the
Walloon region, including 74 200 German-speaking
citizens (0.7% of the total Belgian population) (SPF
Economie PME Classes Moyennes et Energie, 2010).

At the time this report was written (2010), Belgium is
going through a period of political instability, mostly due
to the lack of agreement between the major parties.

The distribution of responsibilities between the different
state levels in Belgium is quite complex and not very
clear, due to the lack of application of some articles
from the state Constitution. Currently, the federal state
has only one defined national responsibility which
is the National Health Insurance and has remaining
competences, that is, competences that should be the
responsibility of communities and regions (but currently
aren’t), such as justice, taxes, national security, civil laws,
etc. Communities are explicitly responsible for education
and have implicit other competences: culture, use of
languages and some parts of other state competences

if they wish to. Regions are explicitly responsible for
agriculture and implicitly for economic and employment
policies, regional transport, etc.

Brussels is host to many European and international
institutions, including the European Commission,
the Council of the European Union, the European
Economic and Social Committee and more than 1400
nongovernmental organizations (NGOs). Belgium was
18th in the world economy in 2007, based mainly on
services and a strong industrial sector. The GDP per
capita is PPP$ 35 540 (19th in the world) in 2008 (IMF,
2010). Belgium ranked 17th on the Human Development
Index with 0.953 (UNDP, 2010). The unemployment
rate is 7.9% in 2009. Concerning education, 69.6%
of the population has completed secondary education
(Eurostat, 2010).

Population’s health

Life expectancy at birth in Belgium is 82.6 years for
women, 77.1 years for men and healthy life expectancy
at 65 is respectively 10.3 and 9.1 years (Eurostat, 2010).
The infant mortality was 4.0 deaths for 1000 living births
in 2007 (Eurostat, 2010). Cardiovascular diseases are
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the main cause of death in both sexes, but in different
proportions: 31.7% for men, 38.0% for women. Cancer
is the second main cause, 30% and 22.7% respectively.
Violent deaths account for 7.8% in men versus 4.55%
for women (SPF Economie PME Classes Moyennes et
Energie, 2004).

Characteristics of the health care system

The Belgian health care system is fundamentally based
on the 1963 Health Insurance and Hospital Acts. The
first describes the compulsory social health insurance
and health care provision based on independent
medical practice, with freedom of choice of hospital and
physicians, who are paid on a fee-for-service scheme. The
second act validates the principles of free hospital care
for all insured people and introduces hospital norms,
accreditation and planning. Since 1990, and especially
in 1994 with the Health Insurance Reform Act, because
of growing concerns about the financial sustainability of
such a system, reforms were adopted to increase budgetary
control and accountability of health care providers.

At the federal level, the health care system is mostly
under the authority of the Federal Public Service of
Public Health, Food Chain, Safety and Environment (a
department of the Federal Minister of Social Affairs and
Public Health). Financing of health insurance is provided
through the collection of social taxes based on salaries and
incomes from work: this task is under the responsibility
of three main funds (one for salaried workers, ONSS, one
for self-employed workers, INASTI, and one for local
and provincial civil servants, ONSSAPL). The provision
of health insurance (mainly reimbursement of costs for
care) is organized by the INAMI/RIZIV for salaried
workers and effectively delivered by various private
non-profit-making sickness funds. As the collection
of social taxes is national, there are no differences in
premiums for mandatory health insurance. The linguistic
communities are responsible for health promotion and
preventive health care (compulsory vaccinations are
partly the responsibility of the communities, partly
[for reimbursement of some] of the federal government
with the exception of compulsory adult and childhood
vaccinations), norms and accreditation for hospitals and
home care services (Gerkens & Merkur, 2010). Total
health care expenditure is above the European average.
Acute care hospital admissions and outpatient contacts in
2009 are comparable to the European average (see Table
A2.).
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2. Structure of the primary care system

2.1 Primary care governance

At the federal level, no recent health policy acts show a
clear vision on current and future primary care provision.
At the community level (Dutch-speaking), some clear
targets are set regarding prevention and its place in
primary care (Vlaamse Gezondheidsraad, 2006). Some
incentives, known as IMPULSEOQO-1, exist to stimulate
GPs to start an office in areas with a lack of family
doctors and in deprived areas (INAMI/RIZIV, 20006).
But the distribution of health care providers remains
mostly based on the free initiative of the professionals
(FOD Sociale Zekerheid SPC Sécurité Sociale, 2006;
INAMI/RIZIV, 20006).

The management of primary care in Belgium is mostly
at the federal level, but a culture of discussion and
interaction between the different stakeholders exists at
the community level, although they are not involved in
the final decisions. Inspection of health care is organized
at the community level. The communities are responsible
for primary care structures for mother and child care and
health at school.

Some initiatives have been taken to enhance quality of
care. There are three types of physicians: not certified,
certified and accredited. To be certified as a family doctor,
GPs must have completed medical studies, including a
specialized training and an internship, and have followed
different seminars for in total at least 40 hours each year.
To become accredited, doctors need to follow continuing
medical education, participate in a local quality circle and
have more than 1250 encounters with patients per year.
When accredited they can ask for higher fees compared
to certified family physicians (Royaume de Belgique,
2010). Scientific organizations of family doctors develop
guidelines about important health care problems in
primary care and there are mandatory regular meetings
for peer-reviewed practice (Royaume de Belgique, 1967).
At the federal level, IMPULSEO-2 aims to provide
financial incentives for electronic network collaboration
and employment of supporting staff.

In 2002, patients’ rights in primary care were defined by
law on various topics such as informed consent, access
to their own medical files, confidential use of medical
records and patient complaints procedures (Federale
Overheidsdienst Volksgezondheid Veiligheid van de
Voedselketen en Leefmilieu, 2002).
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2.2 Economic conditions of primary care

According to the OECD (2007), 19.7% of total
expenditure on health is related to outpatient care, which
is confirmed by the INAMI/RIZIV: 19% of the budget
is devoted to primary health care and 81% to secondary
care (De Ridder, 2010). Also, according to the OECD
(2007), 3.9% of total expenditure on health is specifically
dedicated to prevention and public health.

Primary care coverage is almost universal, since only
people who are not registered with the INAMI/RIZIV
do not get reimbursement for it. They represent less than
1% of the total population in Belgium and the federal
government pays for their urgent medical care. There
is a co-payment of between 10% (OMNIO status) and
33% for general practice services, depending on income,
until the household reaches a ceiling (also depending on
the income), above which all care is reimbursed (INAMI/
RIZIV, 2008). For drugs, there is a co-payment too,
depending on the therapeutic category. In 2008, the
total amount of co-payments was €1850 million (or
€175.50/insured/year). Of the total co-payments, 11.6%
goes to general practice consultations and visits, 6.8% to
ambulatory physiotherapy (De Ridder, 2010).

Belgian GPs are mostly paid on a fee-for-services scheme
(share of fee-for-service in total general practice revenues
2000: 97.42%; 2010: 79.90%), but the introduction
of the Electronic Medical Record also added some
capitation since physicians get paid for the management
of electronic medical records for each patient older

than 50.

The net income of an average GP in Belgium is €71 514
per year (Kroneman et al., 2009). Medical specialists
on average earn much more compared to GPs and the
income of non-medical primary care professionals is on
average lower (see Fig. A2.1).

Fig. A2.1: How does the average income of mid-career health
professionals relate to that of a mid-career GP?
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Building primary care in a changing Europe — Case studies

2.3 Primary care workforce development

The primary care workforce in Belgium is essentially
made up of GPs together with a few community
nurses, who are involved with personal care, technical
nursing procedures and psychosocial care. All specialists
are accessible without referral, so there is no form of
gatekeeping. There is not any precise definition of the
tasks and duties of GPs in Belgium, except a law from
1967 on the continuity of care: GPs must refer their
patients to a colleague with the same qualifications when
they are not working (Royaume de Belgique, 1967). This

is currently not checked extensively.

The total number of active GPs is 33% less than the
total number of specialists (INAMI/RIZIV, 2010). Fig.
A2.2 provides an overview of the development in supply
of primary care professions in Belgium. Annual data is
produced for the future capacity development in primary
care workforce: GPs, dentists, physiotherapists and nurses,
notably (SPF Santé Publique Sécurité de la Chaine
Alimentaire et Environnement, 2009). The average age
of GPs is 53 years old and 71.24% of them are over 45
years old. A survey of Flemish-speaking GPs aged from
30 to 39 showed they work around 48.9 hours a week,
with men working significantly more (54.3 hours) than
women (45.8 hours) (Ryssaert & Gielis, 2009).

Of all medical graduates, 20-25% choose each year to
enrol in postgraduate training in family medicine, which
lasts two to three years (Lorant et al., 2008). Family
medicine is a subject in the undergraduate medical
curriculum, with trainees spending from a few days
to one month in an ambulatory setting. Most (80%)
medical universities offer a postgraduate training in
family medicine, a small number of them also offering
the training to become a PhD in general practice.

Medical associations are divided between the French —
and the Flemish-speaking parts of the country. In
the Flemish part, Domus Medica develops guidelines,
education and scientific activities, while in the French-
speaking part, the ‘Société Scientifique de Médecine
Générale’ undertakes those tasks.
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Fig. A2.2a: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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Fig. A2.2b: The development in supply of primary care
professionals (medical specialists only) per 100 000 inhabitants
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Sources: INAMI/RIZIV, 2009 for crude numbers of professionals; Ecosanté,
2010 for total population in Belgium.

Notes: These figures only show professionals with some activity paid by
INAMI/RIZIV. It includes some hospital-based professionals and does not
include salaried ones. The definition of GPs for the INAMI/RIZIV statistics
changed in 2005. Before that date, all physicians without a diploma for a
specialty were counted as GPs and after it, only physicians who are certified
as GPs. There was also another stricter change of definition in 2009, which
means that numbers in those graphics are not comparable with other 2009
numbers in the rest of the country report. No count of each speciality
physician was made before 2004.

3. Primary care process

3.1 Access to primary care services

The mean density of GPs in Belgium is around 136 per
100 000 inhabitants, slightly more in the Walloon region
(148) than in Brussels-Capital (140) or in the Flemish
(128) regions. GPs are quite well distributed among
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provinces and even in the province with the lowest
GP-density, Limburg, the figure remains quite high: 118
per 100 000 inhabitants (Service Public Fédéral, 2008).
As for rural parts of the country, accessibility to a GP
does not seem to be a problem, first because rural areas in
Belgium are always in proximity to a city network (due to
the small size and high population density of the country)
and, second, because even in the least populated areas in
terms of density, the density of GPs is high (Luxembourg,
Liege, Namur) (Service Public Fédéral, 2008; SPF
Economie PME Classes Moyennes et Energie, 2010).
However, it seems that some local shortages exist and
national norms have been defined to characterize them:
fewer than 90 GPs per 100 000 inhabitants and, for areas
with fewer than 125 inhabitants per km?, fewer than 120
GPs per 100 000 inhabitants.

Most general practices offer telephone consultations
advice and usually they have an appointment system in
place. Electronic consultations and web sites are seldom in
place (see Fig. A2.3). Concerning after-hours accessibility
of primary care, the major mode of provision is practice-
based services first and hospital emergency departments
second. It is worth mentioning that there are 11 primary
care cooperatives providing after-hours care and rather
fewer after-hours primary care centres, which may be
insufficient at the scale of the whole country. But when
these services exist, they are well used.

Despite having a third-party payer system for the
refundable part of medical expenses and the existence
of health care centres (4% of all practice settings)
where consultations are free, Belgian patients rate
general practice care as less affordable than patients
in surrounding countries. In 2008, 34.8% of the
families declared they had difficulties fitting health
expenditure into the household budget, with 14% of
them being dissatisfied with general practice prices
(European Commission, 2007). This may be because
of the co-payment scheme (see section 2.2). Still, 65%
of Belgians think that the quality of health care is better
in Belgium than in the other Member States (De Ridder,
2010; European Commission, 2007).
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Fig. A2.3: The extent to which organizational arrangements
commonly exist in primary care practices or primary care
centres
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Source: Dobrev et al., 2008.

3.2 Continuity of primary care services

Having a global medical record with a GP is not
mandatory but allows lower co-payments. Patients are
free to choose any GP or centre to register with. It is
estimated that 80% of Belgian patients visit their usual
primary care provider for common health problems, but
only 47% have a global medical record with their GP
(INAMI/RIZIV, 2005).

Most GPs (83%) report having access to a computer
in the consultation room and they use it for many
aspects of their clinical activity: booking appointments,
prescriptions, medical records, expert information
research and communication with specialists (Dobrev
etal., 2008). The continuity of relationship with medical
specialists or after-hours provision services can be rated as
between acceptable and good.

3.3 Coordination of primary care services

Currently, direct access to all medical specialties is
possible in Belgium. For paramedical activities, a referral
is normally required but direct access is also possible if
visits are paid for privately.

It is estimated that 24% of GPs work in a group
practice but there is no official follow-up of this kind
of statistic. Nevertheless, it appears that more and
more GPs, especially younger ones, choose to work in
group practices and it seems that there is even a slight
trend to work in mixed practices (Ryssaert & Gielis,
2009). At the whole primary care level, GPs have most

Building primary care in a changing Europe — Case studies

of their interactions with nurses, then with other GPs
and community pharmacists. Medical specialists do not
provide replaced (specialist care) or joint care with GPs in
ambulatory settings. Most of their interactions with GPs
are by mail or e-mail.

Health education is rare in Belgium and almost never
includes nurses. Local health needs and priorities are
not determined through epidemiological use of clinical
patient records. However, every four years, the Belgian
National Health Interview Survey is carried out with a
national representative sample of the population, notably
to establish the next health targets (Demarest et al.,
2000).

3.4 Comprehensiveness of primary care services

Primary care facilities, especially general practices, offer
a wide range of services, including diagnosis of acute
conditions, follow-up of chronic conditions, technical
acts, screening of various cancers and cardiovascular
diseases (see also Table A2.2). Screening for sexually
transmitted infections seems to be less common.
Concerning health education, the mode of individual
counselling is much more common than group sessions.

Ambulatory child care seems to be more in the hands of
paediatricians than GPs, especially for routine paediatric
surveillance or infant vaccinations, thanks to mother and
child care centres and the medical school surveillance
system. For acute conditions, GPs are equally involved.
For women’s health, GPs are less inclined to perform
technical procedures, such as insertion of an IUD (intra-
uterine device). Finally, common ophthalmological
procedures, such as interventions on the cornea or

fundoscopy, are done by ophthalmologists rather
than GPs.

Overall, 88% of all contacts with a GP are handled solely,
without a referral, by the physician (Demarest et al.,
20006).

4. Outcome of the primary care system

4.1 Quality of primary care

In 2004, the Belgian population reported 4.5 contacts
with a GP each year (4 times more for people over 75
than for those under 45), and 78% of them had at least

one contact in the past year. The figures are comparable
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Table A2.2: GPs’ involvement in delivery of various primary care services*
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GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

¢ \WWoman aged 35 with psychosocial
problems

e Man with suicidal inclinations

* Man aged 28 with a first convulsion

Treatment and follow-up of diseases
(from a list of 9 items)

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures
(from a list of 10 items; involvement of
GP or PC practice nurse)

¢ Wound suturing
e Setting up an intravenous infusion

Preventive care
(from a list of 8 items)

e Immunization for tetanus

¢ Influenza vaccination for high-risk
groups

e Cholesterol level checking

Health promotion
(from a list of 4 items)

e Counselling in case of obesity

e Counselling in case of poor physical
activity

e Counselling in case of smoking
cessation

e Counselling in case of problematic
alcohol consumption

Note:

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

in Flemish and Walloon regions, but in Brussels there
is an underuse of general practice services (Direction
opérationnelle santé publique et surveillance 2010) (see
also section 4.2).

When interviewed in 2004, 47% of the Belgian
population reported having taken a prescribed drug (by
any physician) in the past two weeks, a figure that is
higher in the Walloon region than in the Flemish part or
in Brussels (Demarest et al., 2006). In 2007, 25.40 DDD
(defined daily dose)/1000 inhabitants/day of antibiotics
were prescribed by ambulatory physicians (both GPs and
specialists), among the highest figures in Europe.

The quality of management of chronic diseases is variable.
For diabetes, some indicators are encouraging, such as

(in 20006):

*  22% of adults with diabetes had a blood pressure
above 140/90 mmHg

*  93% of overweight or obese people with known
diabetes had their BMI measured in the past
12 months

*  82% of people with diabetes had an eye fundus
inspection in the past 12 months.

But some indicators can be improved. For example, 69%
of adults with diabetes still have a HbA1C over 7% and
39% of them have a cholesterol level >5 mmol/l (Dutch
Institute for Healthcare Improvement CBO, 2008).

Concerning COPD, around 30% of patients over 40
had undergone a spirometry during the past two years
(Buffels, Degryse & Liistro, 2009).

Primary care sensitive hospital admissions are highest for
dehydration and lowest for pelvic inflammatory disease
in 2007 (see Fig. A2.4).
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Fig. A2.4: Number of hospital admissions per 100 000
population with a primary care sensitive diagnosis in most
recent year
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Source: Corens, 2007.

4.2 Efficiency of primary care

Over a third (38%) of all contacts with patients in general
practice are home visits (INAMI/RIZIV, 2005). GPs
see their patients around 6.7 times each year (INAMI/
RIZIV, 2005), a figure greater than that declared by
patients: 4.6 per year (Demarest et al., 20006).

A visit to the practice lasts 10 to 30 minutes and a home
visit between 20 and 40 minutes INAMI/RIZIV, 2005).
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3
Bulgaria

D.S. Kringos, P. Salchev

1. The context of primary care

Country and population

In 1945, Bulgaria was proclaimed a republic, and together
with many other eastern European countries went down
the socialist road of development. In 1989 Bulgaria
became a democratic state, and in July 1991 a new
Constitution was adopted. Bulgaria includes a territory
of 110 910 km2 and is situated in south-eastern Europe.
It is divided into 28 regions (administrative areas) and
262 municipalities. The population (at the end of 2009)
is 7.56 million people living mostly in cities (71.4%), with
slight female predominance (51.62%) (NSI, 2009). A
constant increase in the share of population over 60 years
is observed (from 21.8% in 2000 to 24.3% in 2009). The
relative share of population aged 0—19 years has dropped
from 20.5% in 2004 to 19.1% in 2009. The ageing of
the population is especially marked in villages, where
32.9% of people are aged 60 and over. In comparison
with older EU Member States the relative share of people
aged over 60 years in Bulgaria is significantly larger. As
a result of a falling birth rate, increased mortality and
unfolding emigration processes (in the period 1989-2009
more than 800 000 citizens emigrated), Bulgaria entered
a period of negative demographic development, which led
to a marked drop in total population and worsening of its
fundamental demographic and social indicators.

Development and economy

Bulgaria is a parliamentary republic governed by a
National Assembly (Narodno Subranie) consisting of
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Table A3.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Bulgaria EUT Bulgaria EU? Bulgaria EU? Bulgaria EUT Bulgaria EU
1995 5.3 7.6 285 1275.9 1036.7 740.9 345.81 292.7 n.a. 2756
2000 6.1 7.9 372 1608.0 74113 669.0 336.91 2951 n.a. 28.3°
2005 7.7 8.5 713 2150.9 641.17 604.6 364.31 316.0 19.62 26.34
2009 n.a. 8.8 n.a. 2788.2 n.a. 564.8 n.a. 321.6 n.a. 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Bulgaria EU? Bulgaria EU’ Bulgaria EU? Bulgaria EUT
1995 n.a. 57541 13.6 12.5 15.72 15.7 5.5 6.6
2000 385.29 655.9 1.5 10.3 n.a. 17.7 n.a. 6.8
2005 403.56 682.7 8.1 9.5 n.a. 16.2 n.a. 6.8
2009 n.a. 745.5 n.a. 8.8 n.a. 15.6 n.a. 6.9

Source: Sources: EU average values are based on the European Health for All

Notes: " Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ° Year 2005, EU average excluding ES, CY, GR, MT, PL, RO,

database (WHO Regional Office for Europe, 2010).
SK, UK. *Year 2002,

EU average excluding CY; ES, GR, MT, PL, RO. ® Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. ¢ Year 7993 EU average excluding

CY, ES, GR, MT, NL, PL, RO.

240 deputies who are elected for four-year terms. There
are about 250 parties in Bulgaria (Karasimeonov, 2010).
The governors of the 28 regions are appointed directly
by the government. The 262 municipalities act as self-
governing bodies. Mayors and members of municipal
councils are elected at municipal elections. Since 1992,
substantial responsibilities for health care, education and
social affairs have been devolved to the municipalities.

Until 1989, Bulgaria was a Soviet country with a
centralized economy. After 1989, a severe economic
crisis occurred. Macroeconomic stability and sustainable
economic growth was attained as of 1996 until the
present. Economic growth in the period 1996-2008
was over 6%, driven by significant amounts of foreign
direct investment. This was facilitated also by the fixed
exchange rate of the national currency (initially to the
German mark then to the euro). Bulgaria entered the
EU on 1 January 2007. Successive governments have
demonstrated a commitment to economic reforms and
responsible fiscal planning, but the global downturn
is reducing exports, capital inflows and industrial
production. Corruption in the public administration,
a weak judiciary and the presence of organized crime
remain significant challenges. The GDP per capita grew
slowly from PPP$ 12 300 in 2007 to PPP$ 12 600 in
2009. A high proportion of the population (14.1%) was
living below the poverty line in 2003. Unemployment

rates have quickly increased from 6.3% in 2008 to
9.1% in 2009. Bulgaria ranked 53rd on the Human
Development index in 2005 with 0.824.

Population’s health

Life expectancy at birth in Bulgaria is 73.4: 69.8 years
for men and 77.1 years for women — which is below the
European average. The infant mortality was 8.6 deaths
for 1000 living births in 2008 — among the highest in
Europe.

Infant mortality continues to be higher in rural settings,
and is especially high in regions with higher proportion
of ethnic minorities. A positive development is the drop
in infant and early neonatal mortality. At the same time,
a high perinatal mortality is reported. Unfavourable
in comparison to other EU countries are the data on
stillbirth (7.3 per 1000 births for 2008) (National Centre
of Health Information, 2010). Bulgaria has a relatively
high share of stillbirths from mothers aged younger than
19 years, due to the fact that many pathological states
causing intrauterine fetal death are not discovered in
time. The share of mothers giving birth below the age of
16 is increasing, resulting in a higher risk of complications
during pregnancy, birth and postnatal period for both
mother and child (Ministry of Health, 2010a).
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Leading causes of mortality traditionally continue to be
heart diseases and cancer; among them the highest share
of deaths are from stroke and ischaemic heart disease
(respectively 31.4% and 20.2%). Comparison with other
European countries shows that, despite the decreased
mortality from heart disease, the standardized coefficient
remains significantly higher in Bulgaria and in cancer —
and has a tendency to increase.

Chronic diseases are on the rise, hand in hand with
increased disability and disease, mainly because of
demographic changes, aggravated pathology, social
stress of poverty and unemployment and other external
factors. According to a survey of the Index Foundation
22% of the population are considered chronically ill,
of whom 34% were male and 66% female. Displayed
chronic morbidity is about three times higher than the
EU average and about four times more than the US
(Index Foundation, 2010).

Characteristics of the health care system

The socio-political changes that have taken place in
Bulgaria since 1989 have had a big impact on the health
system. The previous “Semashko” model was based on
the principles of universal coverage and free access at
the point of delivery. The system was centrally planned
and run, financed from general government revenue and
characterized by almost complete public ownership.

Major reforms began in 1989 and by the mid 1990s the
centralized, tax-based system was transformed into a
decentralized compulsory health insurance system, with
employee contributions and contractual relationships
between the National Health Insurance Fund (NHIF) as
a purchaser and health care providers. The NHIF acts as
a single agency providing most of the funding. Through
its 28 regional bodies (the regional health insurance
funds), it finances the entire health care network for
outpatient care, and since July 2000 it also finances the
contracted hospitals. Every Bulgarian citizen is covered
by the compulsory health insurance scheme to receive
a basic benefits package of health services determined
and reimbursed by the NHIF. Health care is provided
in accordance with the National Framework Contract.
Private insurers provide an alternative means of funding
health care, as well as those drugs and treatments that are
included in the state health insurance package. The main
sources of health system financing are compulsory health
insurance, state and municipality budgets, voluntary
health insurance (VHI), household expenditure allocated
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to the system as co-payments, fee-for-service or out-of-
pocket expenses, and external resources allocated from
donor organizations (e.g. World Bank, Structural Funds,
etc.) and (inter)national NGOs (Georgieva et al., 2007).

The main stakeholders in the Bulgarian health system
are the Parliament, the Ministry of Health, the NHIF
and the Higher Medical Council. A number of other
ministries own, manage and finance their own health
care facilities, including the Ministry of Defence, the
Ministry of Internal Affairs and the Ministry of
Transport. Private practice has expanded significantly and
now includes dental practices, pharmacies, physicians’
surgeries, laboratories, and outpatient clinics and
polyclinics.

Primary health care is provided by GPs in private practice,
group practice and/or in an outpatient department.

Health care facilities are organizationally autonomous
structures. In accordance with the 1999 Health Care
Establishments Act, outpatient care is provided by single
and group practices, medical and dental centres and
independent medical diagnostic centres. Physicians or
centres contract with the NHIF in order to participate
in statutory provision; any providers that do not sign
contracts can provide private services on a fee-for-service
basis. Inpatient care is provided by general and specialized
hospitals, dispensaries, nursing homes and hospices, and
hospitals providing acute, chronic, long-term care and
rehabilitation. Table A3.1 shows that although the health
care reforms of the 1990s saw a significant reduction
in the number of beds, Bulgaria still has an extensive
hospital network throughout the country that provides
easy access to inpatient care. However, there is also an
excessive and unnecessary use of beds. In 2005, 7.7% of
the GDP was spent on health care, compared to an EU
average of 8.5% in the same year. The overall health care
consumption in Bulgaria is slightly lower compared to

the EU average.

2. Structure of the primary care system

2.1 Primary care governance

The Ministry of Health is responsible for primary care
in terms of determining the activities and quality. The
NHIF and its regional branches are responsible for
accounting and financing activities. Primary care has a
specific budget, separate from other health care sectors.
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Budget allocation by region is carried out at national level
by the NHIF (NHIF, 2009b). Representatives of medical
organizations of stakeholders (including associations of
general practice) actively contribute to primary care policy
development through working groups of the Ministry of
Health, which is required by both the Health Insurance
Act and Health Act. The Health Insurance Act prescribes
involving professional organizations in the drafting and
signing of the National Framework Agreement (a basic
document for determining the activities and levels of
payment for medical services) (NHIF, 1999). Public
or community participation in the organization and
provision of primary care is incidental and only occurs
in the event of a problem. Particularly active in this
direction are the representatives of local authorities —
mayors and the National Association of Municipalities
in Bulgaria (Foteva & Asenova, 2007; NAMRB, 2010).

In 2008, Parliament adopted the National Health
Strategy 2008-2013 aiming to achieve accessible, timely
and effective outpatient care (Ministry of Health,
2008a). The system of outpatient care includes primary
and specialized medical treatment, medical diagnostic
activities and highly specialized medical activity.

Primary care governance is currently faced with a number
of challenges, including:

* expanding the functions and capabilities of GPs;
* improving the organization of work of GPs;

* encouraging the creation of group practices and the
acquisition of the specialty general medicine;

* expanding access of patients to specialized outpatient
assistance;

* improving coordination of activities between
primary and specialized outpatient care and hospital

care;

* raising the awareness of citizens about their rights
and obligations as users of outpatient care services.

In the period 2008-2013, a number of policy measures
are planned to address the current challenges. Regulations
will be introduced that determine the number of patients
served by a GP, and set criteria and requirements for
conducting a review of clinical practice based on medical
standards. Tools will be implemented for reporting
clinical activity and evaluating the results. Even though
there is currently an explicit governmental policy
(National Health Map) that regulates the geographic
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boundaries of health areas and the distribution of
medical institutions in areas, there is still a need for
further improvement in the accessibility of primary care.
The Ministry of Health and local governments will need
to create conditions and incentives for general practices
active in remote and inaccessible regions in the country.
This will include the establishment of mobile medical
teams to provide primary and specialized medical care
for difficult areas. The creation of group practices will be
stimulated to ensure a continuous 24-hour service to the
population. The National Health Strategy also sets out
ways of enhancing cooperation and integration of general
practice with other medical specialties (particularly
paediatricians, obstetricians and gynaecologists,
psychiatrists) and hospitals.

Nursing and midwifery structures will be implemented
in outpatient care, given the current lack of mechanisms
and incentives to attract nurses in serving patients in
primary care. Criteria and indicators will be established
for health care monitoring and control. Another policy
priority area is improving the quality of postgraduate
training and continuing training of workers in the system
of outpatient care (Asenova & Foteva, 2007; Foteva &
Asenova, 2007; Hristov & Ivanov, 2006; Markova, 2008;
Ministry of Health, 2008a; NHIF, 1999; Zlatanova &
Zlatanova, 2000).

The Health Law explicates the requirements of physicians
to work in primary care. Every active GP needs to be
registered at a regional health centre. Basically each
physician can establish an individual or group practice in
primary care, as long as they acquire the general medicine
specialty within five years of the enactment of the
Medical Institutions Act. After the expiry of this period
registration at the relevant regional health centre for
physicians who have not acquired the specialty of general
medicine will be deleted (Ministry of Health, 1999). In
2009 this period was further extended by changing the
law. Since the early 2000s less than a quarter of GPs
have qualified as specialists in general medicine specialty,
therefore the government has decided to extend the
transition period.

The Ministry of Health, however, has not introduced
an adequate legislative basis for the training of GPs.
Currently, there is no uniform basis for training and
curricula. Each university has its own curricula for
training physicians and students in general medicine
(Georgieva et al., 2007). The National Framework
Agreement (a basic document for determining the
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activities and levels of payment for medical services)

regulates the minimum set of requirements for primary
care facilities (NHIF, 2010).

Regional health centres monitor the quality of operation,
and hygiene control authorities monitor compliance with
standards of hygiene and the immunization calendar
(Hristov & Ivanov, 2006; Nanev, 2009; NHIF, 1999).
The Ministry of Health has issued over the years a large
number of legal documents and national programmes
that often set different tasks for GPs. Due to the large
number of documents and inconsistencies among them,
GPs experience difficulties in implementing certain
regulations of the Ministry of Health. Since the mid-
2000s general medicine departments of universities
and national associations of GPs have actively produced
manuals and guidelines for the conduct of GPs regarding
certain health problems (Asenova, Hristov & Ivanov,
2006; Chachevski, Dimitrova & Ivanova, 2006;
Postadjian, 2008).

Patient rights, including for example informed consent
and access to medical records have been consolidated
in the Health Act and the Act on Protection of Personal
Data (BCNL, 2002).

2.2 Economic conditions of primary care

In 2010, 6.04% of the health expenditures went on
primary care, and 3% on prevention and public health
(NHIF, 2009b). About 95% of Bulgarians are covered by
the compulsory health insurance scheme to receive a basic
benefits package of health services (including primary
care) determined and reimbursed by the NHIF (NHIF,
2009a; Vekov, 2009).

A national survey in 2007 showed that 16% of the
respondents rated general practice care as not very or
not at all affordable (European Commission, 2007).
Patients pay 1% of the national minimum wage out of
pocket for each appointment with the doctor, dentist or
hospital. Women aged 60 years and men aged 63 years
pay the amount of BGN 1 (€0.51) for each appointment.
Patients pay 2% of the national minimum wage for each
hospitalized day, with a maximum payment for 10 days
per year. There is a specific group of patients (including
minors and non-working family members, veterans
and those who are socially disadvantaged and receiving
social benefits) who are exempt from any out-of-pocket

payments (NHIF, 1999).
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According to the Medicines Act, the National Framework
Agreement and other legal documents, each year the
Ministry of Health determines the “positive list” of
medicines, which specifies the level of co-payment for
medicines by patients. For example, at the beginning of
2010 patients with diabetes, Parkinson’s and osteoporosis
do not pay anything, while during the second half of
2010 they pay between 10 and 25% of the cost of the
drug and the remainder is covered by health insurance

(Ministry of Health, 2010b).

Of GPs, 13.4% are salaried employed. The majority of
GPs (86.6%) are self-employed and reimbursed by the
NHIF on a contractual basis according to the National
Framework Contract. These contracts are based on
monthly per-capita payments per insured person on the
patient list of the primary care providers. There is also
remuneration for working in sparsely populated and/or
remote regions with unfavourable conditions and bonuses
for provision of so-called “socially important” services,
such as prevention services. Primary care providers are
also paid on a fee-for-service basis for those patients who
are not on their list. These practitioners are funded only
from the NHIF and private out-of-pocket payments, and
they do not receive any state funding. If primary health
providers do not have a contract with the NHIF, all their
revenue comes from from fee-for-service payments, paid
out of pocket by patients without any reimbursement
from the NHIF (Georgieva et al., 2007; NHIF, 2009¢).

An average GP has an annual income of €13 689 (in
2009) (Vekov, 2009). This is similar to the annual
income of physiotherapists, and (much) higher than that
of primary care nurses, internists, paediatricians, speech
and occupational therapists, and ambulatory midwives, as
shown in Fig. A3.1. Besides internists and paediatricians,
all other medical specialists earn (much) more than GPs.

Fig. A3.1: How does the average income of mid-career health
professionals relate to that of a mid-career GP?
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2.3 Primary care workforce development

The core of the primary care workforce in Bulgaria
is self-employed GPs, gynaecologists/obstetricians,
paediatricians and dentists. All patients have direct access
to these disciplines. Access to all other medical specialists
requires referral from a GP (Foteva & Asenova, 2009;
NHIF, 2009c; Valentinova, 2006a, 2006b).

Fig. A3.2: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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Fig. A3.2 shows that there is a slow but negative trend
in the supply of all primary care professionals. From
2002 to 20006, the supply of GPs decreased by 3.1%,
paediatricians by 2.5%, gynaecologists/obstetricians
by 1.0%, and dentists (which have the highest supply)
decreased by 0.2%. According to Eurostat, in 2006 the
total number of active GPs as a ratio to the total number
of active specialists was 0.32 (Eurostat, 2009). This ratio
has increased to 0.6 in 2010, according to NHIF statistics.
There are no recent public data available on primary care
workforce capacity needs and development for the future.

The average age of GPs is 51 years; 75% are aged 45-55
years, and 15% are older than 55 years of age. The
workload of a GP on average is 7.2 hours per day, working
five days a week in 2009.

There are four medical universities in Bulgaria, and two
medical faculties at other universities. Each university
has its own curriculum to train physicians and students
in general medicine. Postgraduate training in family
medicine was first introduced in 1998. All four medical
universities have a postgraduate training for GPs in
family medicine. No postgraduate training for GPs
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Table A3.2: Referrals to hospital

Directed by: 2007 2008 2009
GP 28.99 31.33 3317
Specialist 29.49 28.81 30.42
Hospital 22.15 26.11 23.81
Emergency 15.18 13.75 12.60
Self-referral 4.20 0.0 0.0

Source: NHIF, 2010.

exists in the two separate medical faculties (BMA, 2009;
Dimova & Dimitrova, 2006; Hristov & Ivanov, 2000).
Family medicine is also a subject in the undergraduate
medical curriculum. According to the regulations created
by the state, undergraduate training in general medicine
should be provided under a programme approved by the
Faculty Council of 30 hours (15 hours of lectures and 15
hours of practical exercises), ending with an examination
(Council of Ministers, 2008). Training leading to the
general medicine specialty takes three years, and must be
completed within six years (Ministry of Health, 2008b).
There is no specific professional training for district or
community nurses, or primary care nurses (Ministry of

Health, 2006).

The common interests of GPs are protected by the
National Association of General Practitioners in
Bulgaria (NSOPLB), which has existed since 2000.
This is a non-profit-making, voluntary, independent
association of Bulgarian GPs and academics qualified
in general medicine, organized into regional associations
(NSOPLB, 2002). Since 2003, the magazine General
Medicine has been published, which aims to provide
access to information on general medical practice for all
physicians and health professionals, and to offer a regular
insight into ongoing research. Every issue of the journal
is processed in the Bulgarian Medical Literature database
as well as in EMBASE/Excerpta Medica as English

summaries and keywords are standard.

There is no professional organization or journal designed
specifically for nurses working in primary care in
Bulgaria. All nurses are members of a professional
organization of nurses, midwives and health care
professionals (Parliament, 2007).
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Table A3.3: GPs’ involvement in delivery of various primary care services*

GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

e Child with severe cough
e Child aged 8 with hearing problem

* WWoman aged 35 with psychosocial
problems

* WWoman aged 50 with a lump in her
breast

* Man aged 28 with a first convulsion

® Man aged 52 with alcohol addiction
problems

Treatment and follow-up of diseases
(from a list of 9 items)

e Chronic bronchitis
e Peptic ulcer

® Pneumonia

e Congestive heart failure

e Uncomplicated diabetes type |l
* Rheumatoid arthritis
e Cancer (in need for palliative care)

Medical technical procedures -
(from a list of 10 items; involvement of
GP or PC practice nurse)

® Insertion of IUD
e Removal of rusty spot from the cornea
e Fundoscopy

Preventive care
(from a list of 8 items)

groups

¢ Influenza vaccination for high-risk

e Breast cancer screening

® Immunization for tetanus -

Health promotion
(from a list of 4 items)

activity

cessation

e Counselling in case of poor physical
¢ Counselling in case of smoking

e Counselling in case of problematic
alcohol consumption

e Counselling in case of obesity -

Note: IUD — intra-uterine device.

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

3. Primary care process

3.1 Access to primary care services

The general decline in supply of primary care providers
is making access to primary care a real concern (see Fig.
A3.2). According to national norms, there are shortages
of GPs in some regions (Vekov, 2009). In particular, the
population living in remote and inaccessible areas and
those from vulnerable groups face serious difficulties in
obtaining services of sufficient volume and quality from
primary care providers, and have insufficient access
to medicines due to a lack of pharmacies (Ministry of
Health, 2008a; Voinova, 2009). The most marked
difference in supply of providers is between Shumen

region, with a density of 48 GPs per 100 000 population,
and Pernik region with a density of 98 GPs per 100 000
population. Urban areas have on average a density
of 68 and rural areas on average 56 GPs per 100 000
population (National Centre of Health Information,
2010).

GPs are obliged by law to spend a minimum of six hours
per day in their ambulatory practice, and two hours on
home visits (NHIF, 2009¢). A GP performs on average
eight home visits per week. Fig. A3.3 shows that primary
care practices usually use telephone consultations,
occasionally use appointment systems or have a practice
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web site, and rarely perform e-mail consultations or offer
special clinical sessions for certain patient groups, such as
diabetics (Dobrev et al., 2008).

Fig. A3.3: The extent to which organizational arrangements

commonly exist in primary care practices or primary care

Practice
web site

centres

(almost) Always

Usually

Occasionally

Seldom/never

Telephone E-mail
consultations  consultations

Special clinical Appointment
sessions system

Overall, a national survey in 2007 showed that 82% of
the population find it easy to reach and gain access to
GPs (European Commission, 2007). Patients particularly
face difficulty in obtaining needed medical services at
night and on weekends (Ministry of Health, 2008a).
After-hours primary care is differently organized across
regions in the country. In big cities, GPs working in
single practices or organized in a group of practices look
after their patients on out-of-hours schedules. In a small
number of cities (e.g. the capital city, Plovdiv, Varna
and Pleven) companies employ physicians to take over
the provision of after-hours primary care (outsourcing).
In small towns and rural areas, hospital emergency
departments take care of all health problems after office
hours (Foteva & Asenova, 2007; Ivanova, Karaslavova &

Tufkova, 2008).

3.2 Continuity of primary care services

GPs have on average 1381 patients (in 2010) on their
practice list for which they are responsible. About
80-90% of the population usually see the same primary
care provider for their common health problems. Based
on the Health Insurance Act, patients have the right to
free choice of GP, specialist and hospital. Patients can
change their GP twice a year (NHIF, 1999). Nevertheless,
in remote and sparsely populated areas patients
experience difficulties in the choice of GP, particularly
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when practices have a large number of patients on their
list, and there are few support personnel (Ministry of
Health, 2008a).

Fig. A3.4 shows that patients are generally satisfied
with the quality of their relation with their primary
care physician, in terms of trust and explanations given.
They are less satisfied with the consultation duration in
primary care, even though the average consultation with
a GP takes 20 minutes (Vekov, 2009).

Fig. A3.4: Patient satisfaction with aspects of care provision
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By signing the contract with the NHIF GPs are obliged
to maintain clinical records for each patient on their
list and for each visit in the practice. One copy of the
ambulatory file is given to the patient and one is kept
at the practice for inspection by the supervisory bodies
of the NHIF (NHIF, 2009c). Their clinical record
system allows providers to generate lists of patients by
risk groups, but they are rarely used to identify health
needs or priorities for health policy at regional or local
level. Almost all GPs have a computer in their office,
which is used for multiple purposes, such as financial
administration, medicine prescriptions, keeping medical
records and communication with other providers (Dobrev
et al., 2008; Konstantinov et al., 2006; Ognianov, 2007).

Patient consultations by specialists is on the basis of
the referral system (Foteva & Asenova, 2009; NHIF,
2009¢). As Table A3.2 shows, in 2009 33% of all patients
referred to hospital are referred by GPs. It is common
practice that a GP receives feedback on the consultations
carried out by other care providers through the medical
documents brought by patients to their general practice.
For some types of laboratory information the information
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can be obtained electronically (NHIF, 2009¢). There is
practically no collaboration between GPs and medical
specialists (see also section 3.3).

3.3 Coordination of primary care services

GPs are gatekeepers of the health care system and
refer patients to specialists, laboratory tests, diagnostic
procedures and hospitals. This is enshrined in the
National Framework Agreement (Foteva & Asenova,
2009; NHIF, 2009¢).

Single-handed practices are the predominant form of
work organization in primary care (see Fig. A3.5). Only
5% of the GPs work in group practices with other GPs
(Bistra, 2003; Georgieva et al., 2007).

Fig. A3.5: Shared practice
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Team work in primary care among different primary
care professionals is not common practice. GPs
usually collaborate with their practice nurse, but
only occasionally have face-to-face meetings with
other GPs, midwives/birth assistants or primary care
physiotherapists. GPs seldom collaborate with community
pharmacists, social workers or community mental health
workers (Valentinova, 2006b). As a result, new care
arrangements — such as task substitution with nurses — do
not occur in Bulgaria. Nurses are not involved in caring
for diabetics, for example, or providing health education.
This is due to the lack of targeted education in this area,
as well as specialized training for nurses working in
primary care (Georgieva et al., 2007).

There is no established system of feedback and real
cooperation between primary care providers and medical
specialists. GPs only rarely ask advice from medical
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specialists on specific clinical cases. And it is not common
practice that medical specialists visit primary care
practices to provide joint care or to give clinical lessons
for GPs. The only contact GPs and medical specialists
have occurs via the referral letters from GPs to medical
specialists. There is no compulsory system of reporting
back from secondary care to primary care after treatment
or consultation.

Community health surveys are only incidentally
conducted at local or regional level to improve the
quality and responsiveness of primary care (Chachevski,
Dimitrova & Ivanova, 20006).

3.4 Comprehensiveness of primary care services

The NHIF sets limits for the number of referrals allowed
from GPs to medical specialists. Around 85-90% of the
total patient contacts are handled solely by GPs without
referrals to other providers (Chachevski, Dimitrova &
Ivanova, 2006; NHIF, 2009¢). GPs in Bulgaria offer a
large range of services, including diagnosis and follow-
up for chronic conditions (see Table A3.3). It seems
they are less inclined to undertake technical acts such
as fundoscopy, insertion of IUDs or wedge resection of
ingrown toenail.

GPs are also involved in health promotion activities,
screening for breast and cervical cancer, and infant
vaccinations but less so in preventive tasks such as

cholesterol level checking, screening for HIV/AIDS,
allergy vaccinations.

4. Outcome of the primary care system

4.1 Quality of primary care

In 2009, GPs provided 795 prescriptions per 1000 patient
contacts (Vekov, 2009). The use of antimicrobials for
systemic use in ambulatory care in 2007 was 17 DDD
per 1000 inhabitants per day (Deschepper et al., 2008;
ESAC, 2009).

There are around 520 000 diabetic people in Bulgaria
(8.3% of the population). Approximately 316 000
(61%) have been diagnosed with the disease, and
it is estimated that about 204 000 (39%) remain
undiagnosed. In Bulgaria, there are about 377 000
(6.1%) people with prediabetes — a condition that may
progress to clinical diabetes if not diagnosed and treated
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promptly (Endokrinolog Bulgaria, 2010). GPs carry out
prophylactic examination annually for patients with
diabetes. Patients with diabetes, COPD or asthma are
included in the list for dispanserization from general
practice and they receive a monthly examination carried
out by GPs. Dispanserization is a specific form of active
surveillance and treatment of patients with chronic
diseases or who are at risk (e.g. children and pregnant
women, patients with neoplasms, patients with rare
diseases or with a chronic heart disease). On the basis
of this examination GPs prescribe medicines for patients,
who are reimbursed by the Ministry of Health (Ministry
of Health, 2004).

Bulgaria does not have a national screening programme,
except for breast cancer. About 100 mammography units
are in place taking mammograms. GPs’ Public Health
Care package includes manual breast examination
of women aged 31-69 on an annual basis, and risk
assessment. All women included in the risk groups
should receive a preventive check-up exam (including
mammography) once a year by a specialist (breast
surgeon) according to the National Framework Contract

(signed annually between the Bulgarian Medical
Association and the NHIF).

Based on extrapolation of statistics and expert evaluations,
Fig. A3.6 shows relatively high avoidable hospital
admissions for patients with a diagnosis of kidney
infection, ENT infection and perforated ulcer.

Fig. A3.6: Estimated number of hospital admissions per
700 000 population with a primary care sensitive diagnosis in
most recent year
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4.2 Efficiency of primary care

It is estimated that 10% of all general practice—patient
contacts are telephone consultations, and 15% are home
visits. The average consultation length in general practice
is 20 minutes. Patients on average visit their GP 3.4 times
a year.
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Cyprus

G. Samoutis, P. Tedeschi

1. The context of primary care

Country and population

Cyprus is a south-eastern Mediterranean island covering
an area of 9251 km2 with a population estimated at
798 000 inhabitants (Eurostat, 2010). The population
density is 86.2 per km2. The largest city and capital of
Cyprus is Nicosia (approximately 200 000 residents). The
crude birth rate in 2009 was 12.2 per 1000 inhabitants
and the crude death rate in 2009 was 6.7 per 1000
inhabitants. The natural growth of the population was
5.5% (Eurostat, 2010). The population aged 65 and over
in Cyprus is 12.7% of the total population (in 2009)
(Eurostat 2010), which is significantly lower than the
EU average.

Cyprus is a divided island. In general, the government
has no access to information concerning the northern
part of the island which is under Turkish army control.
Consequently, unless otherwise stated, all figures and
discussions in this report refer to those areas of the
Republic of Cyprus in which the Government of the
Republic of Cyprus exercises effective control. Cyprus
joined the EU in 2004.

Development and economy

Cyprus’s political system is a presidential democracy
(Republic of Cyprus) established by the 1960
Constitution. The President is the chief of the state
and head of government, elected by universal direct
suffrage for a five-year term. The President appoints the



32

Table A4.1: Development of health care resources and utilization
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Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Cyprus EU’ Cyprus EUT Cyprus EUT Cyprus EU’ Cyprus EU
1995 4.9 7.6 1283.7 1275.9 n.a. 740.9 247.0 2927 21.0 2756
2000 5.8 7.9 1924.0 1608.0 n.a. 669.0 259.4 2951 16.0 28.3°
2005 6.3 8.5 2626.7 2150.9 n.a. 604.6 260.7 316.0 n.a. 26.34
2009 6.2 8.8 3064.27 2788.2 n.a. 564.8 287.07 321.6 n.a. 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Cyprus EU? Cyprus EU’ Cyprus EU? Cyprus EUT
1995 433.5 57541 n.a. 12.5 7.9 15.7 1.9 6.6
2000 422.5 655.9 n.a. 10.3 8.4 17.7 2.0 6.8
2005 4391 682.7 n.a. 9.5 7.9 16.2 2.0 6.8
2009 467.87 745.5 n.a. 8.8 9.27 15.6 217 6.9

Sources: EU and Cyprus average values are based on the European Health for All database (WHO Regional Office for Europe, 2010).

Notes: " Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ° Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. #Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. °Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. ¢ Year 1993, EU average excluding

CY, ES, GR, MT, NL, PL, RO. ” Year 2008.

Council of Ministers and the Cabinet of the Republic
of Cyprus. Each minister exercises executive power on
all subjects within his ministry’s domain. The House of
Representatives is elected every five years by universal
direct suffrage. The House of Representatives enacts
legislation. Administratively, the country is divided into
six districts: Ammochostos, Kyrenia, Larnaca, Limassol,
Nicosia and Paphos. The GDP per capita calculated
for 2010 by the (IMF, 2010) is PPP$ 27 713.592. The
unemployment rate is 7.1% of active population (in
July 2010). The Human Development Index for Cyprus
is estimated at 0.914 which gives the country a rank of
32nd out of 182 countries with data. Between 1990 and
2007 Cyprus’s Human Development Index rose by 0.43%
annually from 0.849 to 0.914 today (UNDP, 2009).

Population’s health

The age structure in Cyprus is: 014 years: 17%, 15-64
years: 73.1%, 65 years and over: 9.9% (2009 estimation)
with the overall male to female ratio of 0.97/1.

The life expectancy at birth for the total population is
77.5 years, 74.7 years for men and 80.4 years for women
(2009 est.). The total fertility rate is 1.45 children
born/woman (2009 est.) and the Infant mortality

rate is: 9.7 deaths/1000 live births (total population),
11.6 deaths/1000 live births (male), 7.8 deaths/1000 live
births (female) (2009 est.).

The main causes of death in Cyprus in 2008 were: (1)
diseases of the circulatory system — 38.8%, (2) malignant
neoplasms — 21.2%, (3) diseases of the respiratory
system — 6.9%, (4) diabetes mellitus — 6.3%, (5) external
causes of injury and poisoning — 6.0% (Ministry of
Health of the Republic of Cyprus, 2010).

Characteristics of the health care system

Cyprus is in the process of implementing a comprehensive
National Health Insurance Scheme (NHIS) (starting
with outpatient care). A semi-governmental organization,
namely the Health Insurance Organization, is
responsible for the design, implementation and running
of the new NHIS. Cyprus is currently moving towards
the introduction of a primary care driven, universal
health care coverage system for the entire population,
with quality improvement processes as an important
incorporated component. However, for the time being,
Cyprus operates in a dual system of health care delivery,
offering publicly funded health care services to low —
and medium-income citizens, while the rest, mostly
well-off part of the society, utilizes services from the
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private sector, covering their expenses either from private
health insurance schemes or through out-of-pocket
compensation. The majority of public as well as private
primary care settings are characterized by underuse
of contemporary information technologies, limited
monitoring systems, and variable use of clinical standards
of care such as chronic disease management guidelines
and patient satisfaction surveys.

At the moment the government, as an employer,
provides medical insurance to its employees through
the public health sector. Employer and trade union
sponsored schemes also provide medical insurance
to their members, such as those organized by semi-
government organizations and large private companies
(e.g. banks) that offer health care coverage (including
at least in-hospital insurance) to employees and their
families. Furthermore, there is the Government
Regular Employees Health Care and Welfare Scheme,
administered by trade unions and governed jointly by
representatives of the Ministry of Health, workers’ unions
and others. This situation will change fundamentally
when the NHIS is fully implemented. Under the new
regime, the public health system will receive funding
from the compulsory health insurance contributions
and will also provide comprehensive medical care to the
entire resident population at all levels of health care. The
NHIS proposed for Cyprus aims at equity in finance and
universal provision of health care with efficient delivery,
high standards and containment of costs. Every person
will be registered with a personal doctor (a GP for adults
and a paediatrician for those under 16 years old). The
selection of specialist and hospital will be the patient’s
choice (public or private). As long as the specialist of their
choice complies with the system parameters there should
be no out-of-pocket costs.

The share of health expenditure to GDP for Cyprus is
well below the EU average and just above 6% of GDP
(2009), with 2.8% and 3.4% being the corresponding
shares of the public and private sector (see Table A4.1). In
contrast, in the EU, average total health care expenditure
based on the same estimates was 8.9% of GDP, with
6.8% and 2.1% being the public and private sector health
expenditure to GDP, respectively. The low percentage of
health expenditure to GDP in Cyprus can be attributed
to the following factors:
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1. lack of a universal national health insurance scheme,
which consequently leads to a very high out-of-
pocket payment from patients, estimated at 50% of
the total expenditure;

2. young structure of the population as shown above
(one of the highest percentages in Europe);

3. limited spending on medical research (one of the
lowest percentages in Europe).

The 43% of the population in Cyprus who are not
covered for pharmaceutical care must pay out of pocket
for all medicines, in contrast to many other EU countries.
Consequently, the pharmaceutical market is divided into
two distinct sectors, public and private, which supply
prescription and over-the-counter products, but operate
independently at all levels. Cyprus has 435 private
pharmacies and 43 public ones (2009). As a percentage
of total health expenditure, pharmaceutical expenditure
was 21% in Cyprus, compared to 17.8% on average in
OECD countries (2002). Finally, during 2008, 66 429
patients were admitted for treatment and discharged from
the general hospitals, compared with 63 344 in 2007,

recording an increase of 4.9%.

2. Structure of the primary care system

2.1 Primary care governance

Primary care in Cyprus is generally underdeveloped.
A clear vision on the development of primary care in
Cyprus has been set out after the preparation of the new
NHIS by the Health Insurance Organization (HIO).
A document on primary care reform was issued by the
HIO in 2009. The policy paper at the moment has been
transformed into a draft law, which is at the final stage
of being approved by the Cyprus Parliament. At present
the Ministry of Health is struggling to manage the
pressure on public primary care due to the financial crisis
by setting up new public primary health care centres
in order to alleviate the problem. The current situation
in primary care is that young doctors cover the rural
areas. After serving in rural areas they can choose an
urban primary care centre. Following the introduction
of the NHIS, primary care will be covered by personal-
family physicians and paediatricians. The governmental
primary care centres will only operate in areas that will
not be covered by personal physicians. Importantly,
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according to the NHIS, personal physicians will be
divided into adult and children’s (up to 16 years) personal
physicians (APPs and CPPs respectively).

Currently, no separate budget exists for primary care but,
under the new NHIS, there will be a separate budget for
primary care. The primary care budget will be clearly
divided into two other budgets: the primary care budget
for APPs and the primary care budget for CPPs. The
primary care budget will be distributed to APPs and CPPs
based on capitation, chronic disease management quality
indicators and other incentives such as adoption and
meaningful use of electronic health records.

At present, public primary care centres report to local
hospitals’ medical directors. Under the new NHIS plan
this will change and all the private primary care centres
(which will be the vast majority) will be decentralized and
autonomous, reporting only to the HIO. At present, very
few responsibilities have been decentralized to the local
level; the use of an appointment system is decided by the
primary care centre itself but the number of personnel,
service provision and priority setting is still undertaken
by the regional hospital’s General Director and the
Ministry of Health Medical Department. At present, no
specific unit for health care inspection exists although,
under the new NHIS, a unit for waste, fraud and abuse
will be set up, with dual responsibility for primary and
secondary care.

There is a requirement for a specialization in family
medicine. Notwithstanding this, due to the fact that there
is a lack of trained family physicians, the government
employs in primary care a number of physicians who
do not have special training in family medicine. Thus
there is tremendous impact on the quality of care offered
by public primary care centres. Based on the reform, all
family physicians must provide documentary evidence of
training in primary care in order to be contracted under
the new NHIS. There is a variety of specialties in public
primary care, however, since although the majority of
doctors are GPs or family physicians, there are also non-
specialized physicians, surgeons and urologists who work
in primary care.

According to the new NHIS, the requirements for setting
up a practice will specify the number of square metres
for premises (a minimum number is set), the building
infrastructure (access for disabled patients, waiting room)
and the primary care infrastructure (ECG, blood pressure
measurement devices, point of care tests, etc.). Currently
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clinical guidelines are under development based on the
adoption process. In the new NHIS plan (implementation
date 2012), the connection of clinical guidelines, quality
indicators and financial incentives (pay for performance)
is considered an important tool in improving the quality
of care. Moreover, the implementation according to the
same plan of electronically based disease prevention and
management programmes, and connecting them with
financial incentives, is also expected to improve the
quality of public and private primary care in Cyprus.
Finally, the publication of primary care patient-centred
outcomes, the encouragement to form group practices,
the introduction of an electronic health records system
and the overall enhanced medical leadership role of
physicians will significantly improve the quality of care.

Disease management guidelines have been produced in
primary care but these have not been introduced officially,
monitored or incentivized, nor has their implementation
and impact on quality of care been assessed. The new
NHIS will introduce electronic disease management
programmes incentivized through extra reimbursement
of personal physicians (PPs). The model of production
of clinical guidelines for the new NHIS is based on the
adoption of European guidelines (for example, from
NICE [National Centre for Health and Care Excellence]).
A procedure to process patient complaints is available
only in secondary care, and specifically in public
hospitals. There is, however, a complaint process which
has been designed for the NHIS, covering all levels and
aspects of care through different means (written, e-mail,
telephone, etc.).

2.2 Economic conditions of primary care

The expenditure on outpatient care as a percentage
of total expenditure on health (Eurostat, 2009) is
estimated at 26.2% (in 2006), but an estimate of current
expenditure on primary care is not feasible due to the fact
that more than 50% of primary care services are delivered
in the private sector. Total expenditure on primary care
and outpatient specialists within the new health care
system is estimated at approximately 40% of total health
expenditure. Preventive care and health promotion
account for 0.6% (in 2006) of all expenditures on health,
which is very low number in comparison with other
European countries (Eurostat, 2009). Although 80% of
the population is covered for primary care and secondary
care costs, only 50% of these people are estimated to
use the public services. The majority of public primary
care patients are elderly people and the great majority
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of the younger population visit private medical centres,
either hospital based or solo or group practices, and are
either paying out of pocket or through private or work-
based medical insurance. The long-awaited health care
reform is expected to change this situation, since all the
population will be covered to visit their doctor for free,
with a free choice of either a private or a public primary
care centre.

The private sector primary care physicians are self-
employed and those in the public sector are salaried
employees. In the private sector, PC physicians are
paid on a fee-for-service basis, either out of pocket or
through various insurance schemes. No regulatory
mechanism exists except for the setting of an indicative
minimum fee by the Cyprus Medical Association. The
coverage of visits, lab tests and drugs varies between
the different insurance schemes. In the public sector
the co-payment for such services is extremely low, less
than 1%, and there is almost 100% subsidization, with
a very low fixed co-payment for medicines prescribed in
primary care. The range of publicly available drugs is
limited, with a number of generics included. Currently
the proportion of the population uninsured for medical
expenses may be about 10% of the population (all the
low-income population is covered by public sector) and
80% of the population is covered by the services provided
by public primary care centres. However, the quality of
care differs significantly between the private and public
sectors. Thus the vast majority of well-off patients use
the private sector, with direct access to specialist care.
Based on the current system, GPs are paid a flat salary,
although, under the forthcoming health care reform, GPs
will be paid a monthly salary tightly related to both the
number of their patients and to performance indicators
(e.g. quality indicators). No performance-related salary
schemes exist currently in public primary care but a pay-
for-performance scheme is planned with the introduction
of the new NHIS.

Self-employed GPs are on fee-for-service payment. The
(estimated) gross annual income of a “mid-career” GP in
the public sector is approximately €55 000 while in the
private sector the amount varies greatly, depending on the
area served, qualifications, inpatient care and so on. The
average income of a mid-career qualified GP in the public
sector is the same as other specializations. However in the
private sector there is a tremendous difference in favour of
other specialists. In public general practice centres all the

35

above costs, including infrastructure, is covered by public
funds, while in the private sector the infrastructure costs
of the practices are covered by the physicians themselves.

2.3 Primary care workforce development

In the public sector there is direct access to the majority
of specialists. Recently, the Ministry of Health has
stopped the direct access of patients to specific specialties
with a long waiting list, for example in orthopaedics.
Notwithstanding this, primary care in Cyprus does not
provide a gatekeeper service, resulting in high expenditure,
duplicate expenses, lack of coordinated care and lack of
continuity of care, lack of preventive services, etc. The
average age of practising GPs in public primary care is
estimated to be approximately more than 50 years, as the
public primary care sector is currently underdeveloped
and the majority of newly qualified physicians seek a
career in other specializations. It is worth noting that
since patients have direct access to specialist care in the
public sector, public primary care physicians are mainly
providing treatment for minor illness, prescriptions and
lab test orders.

There is currently no government policy in place to
increase the number of GPs in Cyprus. On the contrary,
there was a 20% decrease in GPs from 1995 to 2000.
A primary care workforce capacity plan is warranted in
the near future in order to secure a sufficient number
of trained GPs for the new NHIS. Moreover, there is
an urgent need to update the GPs’ specialty programme.
The general-family medicine specialization programme
in collaboration with the Cyprus Ministry of Health
was initiated in the early 2000s and has not been revised
since then. This is a four-year training in general/family
medicine. No academic medical institution exists at the
moment in Cyprus, although there is a plan to establish
a public Cyprus medical school and a private medical
school. The General Medicine National Association is
the official association of the four-year officially trained
general-family physicians, and has 60 GPs as members.
The association mainly undertakes educational and
scientific activities, as well as contacts with the Ministry
of Health in order to support the development of family
medicine in Cyprus. Notwithstanding this, there is
another association of general physicians, of which about
165 GPs are members, mainly those over the age of 50,
who are physicians who have worked in primary care
for many years but have not gone through the four-year
official training scheme.
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3. Primary care process

3.1 Access to primary care services

It is estimated that Cyprus has 0.31 GPs per 1000
population so, due to the fact that there is a significant
shortage of four-year trained GPs, the government
is recruiting non-general practice trained physicians
to general practice posts. No problems exist in the
availability of medicines in rural areas, because every
rural health centre has its own pharmacy. Usually the
opening hours for public primary care centres are 7:30
pm to 2:30 pm and once a week the public primary care
centres are open till 6 pm. Private primary care physicians
usually work from 9 am ¢ill 8 pm, five days a week. Out-
of-hours coverage is usually carried out through telephone
consultation with private GPs and by private and public
hospital emergency rooms. Home visits are not performed
by public GPs, and only occasionally by private GPs,
while community nurses are only rarely involved in home
visits. Cancer patients are cared for at home by a non-
profit-making organization which provides specialized
cancer nursing. Patients in public primary care usually
do not pay anything or an insignificant symbolic amount,
while in the private sector there is always a payment,
either out of pocket or via private insurance coverage.

Private primary care sector practices always provide
telephone consultations, occasionally e-mail consultations,
occasionally have web sites and have appointment systems
for the majority of patient contacts. On the contrary,
none of the above usually exists in the public primary
care sector, or very rarely. According to a European
study (Dobrev et al., 2008), 3.5% of GPs in Cyprus
(mixed sample, private and public) e-mail patients about
administrative or health issues (in 2007) and 14% of
GPs (only private GPs) were found to have their own
practice web site. The same study showed that 95% of
patients find it easy to reach and gain access to GPs (a
collective response representing both public and private
practice).

3.2 Continuity of primary care services

In the current primary care system, GPs do not yet
have a patient list system. As a result, the care received
is fragmented and a significant waste of resources is
observed (e.g. double ordering of lab tests, lack of
continuity of care, lack of a universal electronic medical
record). Based on the deployment of the health care
reform plan (NHIS) the GPs will have a patient list,
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are expected to be more motivated to initiate disease
management programmes, will have certain specific
quality indicators and will be remunerated based
on target accomplishments (tier 2-3).

It is estimated that almost all GPs keep clinical records.
However, the vast majority of them diverge significantly
in the quality of clinical records. The reform will
introduce a universal electronic health records system that
will be able to secure continuity of care, quality of
medical data, data mining and data monitoring processes
(Samoutis et al., 2007). About 54% of all GPs have
access to a computer in the consultation room (Dobrev
et al., 2008), but private sector GPs’ use is estimated to
be much higher (estimated 70-80%). However, they
do not use a comprehensive electronic medical record.
Public sector GPs rarely use a computer and a paper-
based health record is mandatory. Based on the current
situation, patients can freely choose their public GP and
centre, and, according to the new NHIS, patients will
also be free to choose their GP and they will be able to
change their GP every six months, should they wish to
do so. However, in reality, restrictions in enjoying the
right of free choice of a general practice centre still apply
in rural areas, due to the limited choice. Based on a
recent study (Samoutis et al., 2010), the vast majority
of patients in public primary care are very satisfied with
the care provided. The expectations of patients visiting
public health care centres are very low compared with
those patients visiting the private primary care centres.
This may be explained by the fact that the average age,
socioeconomic status and educational background of
public primary care users is significantly different from
those who use the private sector.

3.3 Coordination of primary care services

Primary care patients do not usually need a referral
to access the majority of other medical specialties,
paramedical or nursing care, although referral is
required for specialties with a long waiting list such
as orthopaedics. The majority of private primary care
physicians are single-handed, whereas the majority of
public primary care physicians are located in primary care
health centres in a group practice environment. In a very
limited number of public health centres there is a skill-
mix model in place. The only specialties visiting public
health centres are psychiatrists but, the multidisciplinary
concept is underdeveloped and the only multidisciplinary
teams that exist are in the mental health services, and
GPs are not participating or engaged.
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Table A4.2: GPs’ involvement in delivery of various primary care services*

GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

e Child with severe cough
e Child aged 8 with hearing problem

* WWoman aged 18 asking for oral
contraception

e \WWoman aged 20 for confirmation
of pregnancy

* WWoman aged 35 with irregular
menstruation

¢ WWoman aged 35 with psychosocial
problems

* WWoman aged 50 with a lump in
her breast

® Man aged 28 with a first convulsion

Treatment and follow-up of diseases
(from a list of 9 items)

e Chronic bronchitis

e Peptic ulcer

® Pneumonia

* Uncomplicated diabetes type |l
¢ Mild depression

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures
(from a list of 10 items; involvement of
GP or PC practice nurse)

* Wedge resection of ingrown toenail

® Removal of sebaceous cyst from
hairy scalp

e Excision of warts

e Insertion of IUD

* Removal of rusty spot from the cornea
e Fundoscopy

e Joint injection

Preventive care
(from a list of 8 items)

® Immunization for tetanus

e Screening for HIV/AIDS

¢ |Influenza vaccination for highrisk groups
e Cholesterol level checking

e Testing for sexually transmitted diseases
e Cervical cancer screening

Health promotion
(from a list of 4 items)

e Counselling in case of obesity
e Counselling in case of poor physical
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activity

Note: IUD - intra-uterine device.

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

There is no comprehensive information technology (IT)
system in place. However, based on the new NHIS,
Cyprus will be able to deploy a fully comprehensive
IT system with electronic health records, enabling the
collection and data mining of clinical patient records
data (Samoutis et al., 2007). Community health surveys
conducted to improve the quality and responsiveness
of primary care take place incidentally at a local or
regional level.

3.4 Comprehensiveness of primary care services

The average number of patient contacts that are handled
solely by GPs in Cyprus without referral to other
providers is not known, although it is estimated that this
patient contact number is not high. In public primary
care the percentage of patient contacts handled solely by
GPs without referrals to other providers is significantly
smaller than in the private sector. GPs in Cyprus usually
offer a medium to small range of services such as glucose
test, dressings and bandages, otoscope examination,
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ECG (see Table A4.2). However, no gynaecological
examination is offered (nor is a cervical cytology test,
sexually transmitted disease screening, etc.) nor a simple
peak flow meter measurement.

GPs also deal with a narrow array of first-contact
common health problems. Paediatric first-contact health
problems are managed by paediatricians, just as are
gynaecological first-contact problems are managed by
gynaecologists. Inevitably, the public GPs are usually
managing first-contact health problems mainly in the
elderly low — to medium-income population. Concerning
follow-up appointments, due to the lack of continuity of
care the vast majority of patients with chronic diseases
are followed by specialists in parallel with GPs, resulting
again in duplication of costs and resources. The array of
activities performed by GPs or general practice nurses
is also limited; for example they do not perform any
minor surgery procedures such as resection of ingrown
toenail, wound suturing or excision of warts, nor any
ophthalmological (fundoscopy, removal of rusty spot
from the cornea) or gynaecological procedures (insertion

of IUD).

Concerning preventive activities in primary care
undertaken by GPs, the same pattern is followed as
above, with only a moderate array performed in primary
care, such as cholesterol level checking and influenza
vaccination, whereas the majority are undertaken by
specialists (cervical cancer screening by gynaecologists,
sigmoidoscopy by gastroenterologists, etc.). Mother and
child and reproductive health care is not at all in the
scope of GPs’ care.

4. Outcome of the primary care system

4.1 Quality of primary care

As stated above there is a significant room for
improvement in primary care in Cyprus. The great
majority of newly qualified physicians are not following
general practice specialization, resulting in a limited
number of trained GPs. The total number of physicians
in Cyprus is 2226 (Cyprus Medical Association 2008
data) with only 255 GPs (9.8%) among them (219 in
urban areas and 36 in rural areas). Only 25% of GPs have
gone through the four-year training in family medicine.
Notwithstanding this current structure, however, the new
NHIS will change the picture and primary care will be
brought to the centre of the health care system.
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The average number of prescriptions annually provided by
GPs has not been estimated. In 2007 a total of 16 million
boxes of drugs was prescribed in total in the Cyprus
health care system. Cyprus physicians in general are
among the higher prescribers in Europe and about 33.9
DDD/1000 inhabitants/day of antibiotics were prescribed
by ambulatory physicians in 2007 (ESAC, 2009).

Concerning the quality of management of chronic
diseases, data are only available from a pilot study in
public primary care (Samoutis et al., 2010). Based on
this study, approximately 30% of hypertensive patients
were on target, whereas for the HbA1C target for patients
with diabetes the success rate was approximately 55%.
Preventive care data for Cyprus are limited. The screening
coverage of women ever having had a mammogram in
1997 was estimated at 16.0% (patients do not need a
referral to receive mammography because Cyprus has a
national screening programme that targets women aged
50—69 every two years). Pap test screening is performed
by gynaecologists in Cyprus and the screening rate
is estimated to be relatively high, although no official
data exists.

The average length of consultation in public primary
care is estimated at an average of 15 minutes, whereas in
the private sector it is on average 20 minutes. The above
data are expert estimations and not official statistical
data as at the moment these data do not exist. It is
estimated that 10-20% of public primary care contacts
end in a referral, whereas this proportion is 5-10%
in private primary care.

4.2 Efficiency of primary care

The health care system in Cyprus in general is not
efficient, as medical care is purchased from the private
primary care sector by a large number of households
whose medical needs are already covered by the state
primary care, creating a wasteful duplication in the
provision of health care services, Moreover, primary care
in Cyprus is not functioning as the gatekeeper of the
health system since the GP is not the coordinator of care.
Additionally, the array of activities performed in primary
care has been limited due to the very high number of
other specializations and because general practice is not
a respected specialty compared with the others, resulting
in a very limited number of newly qualified physicians
following it as a specialty.
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In Cyprus, public primary care physicians do not
perform any home visits and, additionally, private
primary care physicians only very rarely visit patients at
home. Measures towards fostering home visits of GPs
are an imperative. Additionally, at the moment in public
primary care no telephone consultations are performed,
while in private primary care it is estimated that 70%
of all GP—patient contacts are telephone consultations
(2009). This relatively high number of telephone
consultations may be due to the fact that Cypriots have
the Mediterranean temperament (need for close contact)
and that the patient pays out of pocket, thus increasing
demands on the physicians.
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Czech Republic

A. Windak, M. Oleszczyk, B. Seifert

1. The context of primary care

Country and population

The Czech Republic is situated in central Europe and it
is landlocked with a territory of 78 866 km? In 2008
the population was 10.47 million, of whom women
accounted for 50.1%, those under 15 years 14.2% and
14.7% of the population were 65 and older. The natural
increase was 1.4/1000 inhabitants in 2008 (Czech
Statistical Office, 2009; Ustav zdravotnickych informaci
a statistiky CR, 2009).

Development and economy

The Czech Republic is a parliamentary republic with
the Parliament elected in a general election. The term of
office of the lower chamber of the Parliament lasts four
years, the term of office for Senate lasts six years with
one-third replacement every two years. The President
is elected by Parliament for a five-year term of office.
The Czech Republic has been an EU member state
since 2004. The Human Development Index in 2010
was 0.821 — which put Czech Republic at 28th position
in the world, while GDP per capita (in US$ PPP) was
24 630.6 (2008). In 2007 the emigration rate was 3%,
the main destination being western European countries.
In the third quarter of 2010 the registered unemployment
rate was 8.6% (Czech Statistical Office, 2009; Klugman,
2010; OECD, 2009).
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Table A5.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Czech . Czech ; Czech ) Czech . Czech
Republic EV Republic EU Republic Republic EV Republic EV
1995 n.a. 7.6 n.a. 1275.9 n.a. 740.9 n.a. 292.7 211 2756
2000 6.5 7.9 980 1608.0 780 669.0 337 2951 20.0 28.3%
2005 7.2 8.5 1477 2150.9 760 604.6 356 316.0 221 26.34
2009 6.8 8.8 1626 2788.2 730 564.8 357 321.6 21.8 2558
(2007) (2007) (2007) (2007) (2008)
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Czech EU? Czech ; Czech ] Czech EU
Republic Republic Republic Republic
1995 n.a. 57541 n.a. 12.5 n.a. 15.7 7.4 6.6
2000 759 655.9 8.7 10.3 19.1 17.7 6.6 6.8
2005 810 682.7 8 9.5 21.0 16.2 6.3 6.8
2009 801 745.5 7.7 8.8 20.3 15.6 5.1 6.9

(2007) (2007)

(2007) (2008)

Source: Sources: EU average values are baged on the European Health for All database (WHO Regional Office for Europe, 2010) ; Czech data are based on:
Ustav zdravotnickych informaci a statistiky CR (2000, 2005, 2008); OECD (2009, 2010).

Notes: ' Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ? Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. 4 Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. ®Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. 6 Year 1993, EU average excluding

CY, ES, GR, MT, NL, PL, RO.

Population’s health

In 2008 life expectancy at birth was 74 years in males
and 80.1 in females, while at age 65 life expectancy
was 15.1 years in males and 18.4 in females. The infant
death rate in 2008 was 2.8 deaths per 1000 live births.
Cardiovascular diseases caused 45% of the standardized
death rate of men and more than one-half of mortality of
women, while malignant neoplasms caused about 27.5%
of the standardized death rate. Following these were
external causes (injuries and poisonings) and diseases
of the respiratory system. The main disease burden was
caused by arterial hypertension, coronary heart disease,
mental disorders (mainly neurosis and affective diseases),
allergy and diabetes (Czech Statistical Office, 2009;
Ustav zdravotnickych informaci a statistiky CR, 2009).

Characteristics of the health care system

All citizens are insured under general health insurance.
Health insurance companies are partially competing,
mainly in the field of contract rules with health care
providers. GPs can sign a contract with multiple
health insurance companies to provide services to their

patients. Since 2008 patients are obliged to co-pay for all
consultations and hospital stays to an established upper
yearly limit. The number of outpatient consultations
in general practice offices was similar to the EU
average with significant decrease in 2008 after patient
co-payments were introduced (see Table A5.1). The
number of physicians as well as the ratio of GPs has
remained stable through the 2000s (OECD, 2010; Ustay
zdravotnickych informaci a statistiky CR, 2001, 2006,
2009; WHO Regional Office for Europe, 2010).

2. Structure of the primary care system

2.1 Primary care governance

There is no clear policy document describing the current
role or future development of primary care in the Czech
Republic. Similarly, equitable distribution of primary care
facilities and providers is not regulated by any explicit
governmental policy. Within the organizational structure
of the Ministry of Health there is no special department
dealing exclusively with the problems of primary care.
Responsibility for primary care service provision is
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decentralized in the Czech Republic and lies in the
hands of district authorities (Krajski Ufad). Stakeholders,
mainly representatives of health insurance companies
or organizations of medical professionals contribute to
primary care policy development, mainly through regular
consultations. Primary care facilities are mostly owned
by local authorities. This ownership status allows local
communities to influence the organization and provision
of primary care services. Primary care control is the duty
of local authorities. There is no special institution dealing
with this issue at the state level. Only physicians who
completed specialization in general practice for adults or
children and have signed a contract with the insurance
company are allowed to practise in primary care settings.
The contract is also required for operating a primary care
practice. Regularly issued and updated clinical guidelines
are the main tool for improving the quality of primary
care services. Most of them are issued by the Czech
Society of General Practice. Patients’ rights are secured by
law and include informed consent, patient access to their
own medical files, confidential use of medical records
and procedures to process patient complaints in primary
care facilities (Haskovcovd, 1992; Nys et al., 2007).

2.2 Economic conditions of primary care

Primary care expenditures account for only 4.7% of
the total health care budget. However spending on all
outpatient services is equal to 24.4% of total health
expenditures. Additionally, in 2007, 2.2% of health
care expenditures were devoted to preventive and public
health services (OECD, 2009). By law, all Czechs are
covered by health care insurance, including general
practice services (Sbirka zdkont CR [Parliament of the
Czech Republic], 1992a, 1992b, 1997). Co-payment for
medical services exists in the Czech Republic, including
for the services of GPs or prescriptions issued by them.
Adults have to pay for each visit CZK 30 (Czech Koruna)
(€1.20), with the annual upper limit of co-payment for
persons below 65 being CZK 5000 (€205) and CZK
5500 (€225) for those who are 65 or older (Sbirka zikont
CR [Parliament of the Czech Republic], 1997). Over 95%
of GPs are self-employed with a contract with health care
insurance companies; about 5% are hired and salaried
by other physicians; and less than 1% work for public
authorities, usually receiving a flat salary. Self-employed
GPs are remunerated on the basis of a mix of capitation
and fee-for-service payment. It is estimated by national
primary care experts that gross annual income (excluding
practice expenses) of a mid-career GP is equal to €25 000.
The OECD however indicates that an average annual
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income of a self-employed GP in 2006 was much
higher at 51 512 (in US$ PPP) (OECD, 2009). Income
data for salaried GPs is unavailable. Income of GPs is
comparable to income of neurologists, ENT surgeons
or ophthalmologists, higher than income of internists,
paediatricians or other allied health care personnel,
however lower than income cardiologist or gynaecologist

(see Fig. A5.1).

Fig. A5.1: How does the average income of mid-career health
professionals relate to that of a mid-career GP?
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2.3 Primary care workforce development

Patients in the Czech Republic have direct access to
GPs, nurses and physiotherapists working in primary
care settings. A referral letter is also not needed for
gynaecologists, paediatricians, ophthalmologists, ENT
specialists or surgeons. In 2007 the average age of
practising GPs was 53.4 years and on average Czech
GPs work 40 hours a week, including 25 hours in the
office. Their tasks or duties are not described in any law
or policy document. In 2009, 10% of medical graduates
chose family medicine as their future specialization and
enrolled in vocational training in this field. Between
2003 and 2007 the number of practising GPs was reduced
by 1.9% (see Fig. A5.2). There are two separate groups
of GPs, who never work in combined practices: GPs for
adults (seobecné praktické lékarstvi) and practitioners for
children and adolescents (praktické lékarstvi pro déti a
dorost) serving patients up to 18 years of age. From here
on we will refer to both groups together as “GPs”.

Altogether in 2008 there were 7663 professionally
active GPs (for adults and for children and adolescents)
and they constituted 21% of the whole population of
physicians in the Czech Republic (see Fig. A5.2) (OECD,
2009, 2010; Ustav zdravotnickych informaci a statistiky
CR, 1996, 2003, 2008). There are no data available on
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workforce capacity needs and its development in the
future. Vocational training in family medicine was first
introduced in 1978 and is run by a special institution
not linked to the universities. The postgraduate training
programme in family medicine lasts three years and
half of this time is spent by trainees in primary care
settings. In total, all eight medical universities provide
undergraduate medical education in family medicine and
among them there are three university departments of
family medicine. Primary care nurses do not have separate
vocational training. The Czech Society of General
Practice, with 4000 members, works under the umbrella
of the J.E. Purkyne Czech Medical Association and deals
with education, research and professional development
of GPs. There are separate unions of practising GPs for
adults and children, defending the financial and material
interests of GPs. A scientific and educational journal for
GPs titled Practicus (Practitioner) is published 10 times
a year with 6000 copies per issue. A purely scientific
journal Prakticky lekar (Practising Physician) is issued
monthly and publishes scientific papers for all specialities.
Medicina po promoci (Postgraduate Medicine) is published
bimonthly and contains mainly educational articles.
Medical Tribune is published occasionally and contains
mainly news and legal information. Primary care nurses
have neither a national organization nor a professional
journal dealing with their issues.

Fig. A5.2: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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3. Primary care process

3.1 Access to primary care services

In 2007 there were nearly 70 GPs (about 20 for children
and 50 for adults) per 100 000 Czech inhabitants (see
Fig. A5.2) (OECD, 2009, 2010; Ustav zdravotnickych
informaci a statistiky CR, 2008; WHO Regional Office
for Europe, 2010). No precise data on regional differences
in medical workforce distribution are available and data
on differences between rural and urban regions also do
not exist. However experts agreed that some shortage of
GPs exists in some regions. There is no shortage in access
to community pharmacists. General practices are open
five days a week on average for five hours — the exact
number of working hours depends on contracts with
health insurance companies and the size of the patient list.
Official data are unavailable on home visit rates; however,
experts estimate that GPs in rural regions make home
visits about 5-10 times per week, and about 1-5 times a
week in the cities. Most GPs usually offer also telephone
consultations to their patients (see Fig. A5.3). In 2007,
32% of GPs had a web site with information for patients.
In the same year 6.9% of GPs reported use of e-mail to
contact patients about administrative or health issues.
Group consultations are seldom, or even never, provided
(Dobrev et al., 2008). An appointment system for the
majority of patient contacts is only occasionally present
in Czech practices. Out-of-hours services are organized
by local authorities and GPs are obliged to provide these
services. The forms of provision vary in different regions —
it may be on rotation basis or by finding substitute GPs.
Patients are normally expected to pay part of the cost for
home visits or visits to the GPs office, or to specialists,
and for medicines prescribed by them. In 2007 only 5%
of patients rated GPs’ care as unaffordable, while 83% of
them found it easy to reach and gain access to GDs.



Czech Republic

Fig. A5.3: The extent to which organizational arrangements
commonly exist in primary care practices or primary care
centres

(almost) Always

Usually

Occasionally

Seldom/never

Telephone E-mail
consultations  consultations

Practice
web site

Special clinical Appointment
sessions system

3.2 Continuity of primary care services

All Czech inhabitants are listed with their primary care
physician. In 2007, the average list size of a GP for adults
was 1613 patients, for a GP for children 952 patients,
for a gynaecologist 3397 and a for dentist 1700 patients
(Ustav zdravotnickych informaci a statistiky CR, 2008).
It is estimated that 90-95% of patients visit their usual
primary care provider for their common health problems.
All GPs keep patient records routinely and in 2007
about 80% of them reported regular use of computers
in their practices. Computers are mainly used to keep
medical records (66%), to issue prescriptions (67%) or
deal with administrative problems (67%). Computers are
rarely used to book appointments (3%), to seek expert
information on the Internet (26%) or to communicate
information to specialists (5-6%) or pharmacists
(Dobrev et al., 2008). Whenever necessary, GPs issue
referral letters with relevant information on diagnostics
and treatment procedures performed, and normally
they receive information within 24 hours about services
provided to their patients by out-of-hours services.
Specialists always communicate with the referring GP
after providing a consultation. Patients are free to choose
any GP who has a contract with an insurance company.
However, data on patients’ satisfaction is unavailable.

3.3 Coordination of primary care services

Patients do not require a referral letter to see
gynaecologists, paediatricians, ophthalmologists,
cardiologists, practice nurses or dentists. To see a
physiotherapist, a specialized nurse or a home care nurse
a referral letter is needed. Other specialists are also
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available by referral, unless a patient pays out of pocket
for a visit provided privately. Most GPs run solo practices
(see Fig. A5.4). Only about 4% run group practices of two
or more doctors. Very few (about 1%) share the practice
with other medical specialists. GPs have regular face-to-
face meetings with practice and home care nurses as well
as with pharmacists. Meetings with social workers occur
only occasionally, while meetings with physiotherapists
or mental health workers occur seldom or never. Nurses
do not lead diabetes clinics or perform other forms of
health education. Medical specialists do not visit GPs
in their practices either to provide joint care or services
normally available in hospitals. However usually they are
involved in lectures or other forms of clinical teaching for
GPs. Patients’ clinical records are hardly used at regional
or local level to identify health needs or priorities for
health policy in Czech Republic. Also community health
surveys to improve the quality and responsiveness of
primary care are only incidentally conducted at local or
regional level.

Fig. A5.4: Shared practice
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3.4 Comprehensiveness of primary care services

It is estimated that 80-90% of patients’ contacts with
GPs are handled solely by them without further referrals
to other providers. These are the majority of first contact
and uncomplicated internal medicine complaints,
preventive activities (vaccination in adults, and screening
for cardiovascular diseases and sexually transmitted
diseases), and selected psychiatric and psychological
problems (e.g. alcohol abuse; see Table A5.2). Surgical
procedures are usually provided by specialists. Routine
paediatric care and surveillance of children as well as
childhood vaccination is always provided by GPs for
children and adolescents. Individual counselling is almost
always provided by GPs to patients with poor physical



46

activity and usually also to smokers, people who are obese
or alcohol abusers. This kind of counselling is provided
by other specialists too, including endocrinologists,
pulmonologists, internists or psychiatrists. GPs in Czech
Republic are not involved in any form of group health
education for patients with any specific problems.

4. Outcome of the primary care system

4.1 Quality of primary care

There are no reliable data about the number of
prescriptions issued by GPs per patient per year. However
it is known that in 2007, in ambulatory settings,
16.8 DDD of antibiotics per 1000 inhabitants per day
were prescribed (OECD, 2009). The rate of avoidable
hospital admission (per 100 000 citizens/per year) are
shown in Fig. A5.5. In 2008 the crude percentage of the
population with diabetes who had an HbA1C >7.0%
was 44.7 (Cebolla & Bjornberg, 2008). More specific
indicators for age or risk categories are unavailable.
Similarly, data on lung function measurements performed
in individuals with COPD or asthma are missing.
Almost all of the population of infants is reported to be
vaccinated against diphtheria, tetanus, pertussis, hepatitis
B, mumps and rubella (with vaccination rates over 97%)
(OECD, 2009, 2010). In 2007 42% of women aged
50-69 had at least one mammogram (OECD, 2009; Von
Karsa et al., 2008) and 38.8% of women aged 45—69 had
a Pap smear (cervical cytology) test performed in a two-
year period (Institute of Biostatistics and Analyses, 2010;
OECD, 2009). Most of these preventive activities were
performed by gynaecologists rather than by GPs.

Fig. A5.5: Number of hospital admissions per 100 000
population with a primary care sensitive diagnosis in most
recent year

140

120

100
80
60
40 I [
0 . . . . . .

N
o

Dehydration Kidney Perforated Pelvic ENTinfection ~ Asthma
(2008) infection ulcer (2008) inflammatory (2008) (2008)
(2008) disease

(2008)

Building primary care in a changing Europe — Case studies

4. Efficiency of primary care

In 2008, Czech GPs provided 5.1 consultations per capita
per year (Ustav zdravotnickych informaci a statistiky
CR, 2009). Official data on referrals or home visits are
not available. It is estimated that about 20% of patient
contacts were telephone consultation.
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o
Denmark

T. Hasvold

1. The context of primary care

Country and population

Denmark is the smallest of the Nordic countries. It
consists of one large peninsula and several islands and
has a land border only with Germany in the south.

Denmark is a constitutional monarchy with a
parliamentary system of government whose head is
the Prime Minister. It has a state-level government and
local governments in five regions and 98 municipalities.
Denmark has been a member of the EU since 1973. The
country covers 43 098 km?, most of it is cultivated flat
land. By 2010 there were 5.5 million people living in
Denmark with a population density of 127.9/km?.

The net migration rate is 2.48 migrants/1000 population.
The total age structure in Denmark is: 0—14 years: 18.1%,
15—64 years: 65.8%, 65 and over: 16.1%. The population
growth rate is 0.28% and 87% of the population live in
urban areas.

Development and economy

The GDP per capita is $36,000 (2009). The Human
Development Index is 0.955, ranking Denmark as 16th
in the world with an increase of 0.29% annually over the
last 25 years (UNDP, 2009).

All children are enrolled in primary schools, with
an average of 9.7 years of schooling of adults. The
unemployment rate in 2009 was 3.6%.
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Table A6.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Denmark EU’ Denmark EUT Denmark EUT Denmark EU’ Denmark EU
1995 8.1 7.6 1869 1275.9 490 740.9 268 292.7 16.9 27.56°
2000 8.3 7.9 2383 1608.0 430 669.0 291 295.1 22.2 28.35°
2005 9.5 8.5 3152 2150.9 4008 604.6 332 316.0 20.8 26.344
2009 9.87 8.8 35407 2788.2 317° 564.8 3427 321.6 20.07 25533
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Denmark EU? Denmark EU’ Denmark EU? Denmark EUT
1995 654 575.1 6.1 12.5 n.a 15.7 n.a. 6.6
2000 1011 655.9 54 10.3 n.a 17.7 n.a 6.8
2005 782 682.7 4.5 9.5 n.a 16.2 n.a 6.8
2009 7897 745.5 n.a 8.8 n.a 15.6 n.a 6.9

Sources: EU average values are based on the European Health for All database (WHO Regional Office for Europe, 2010). Denmark: European Health for All
database (WHO Regional Office for Europe, 2010) and Nomesco/Nososco databank (Hospital beds, 2007) (2011).

Notes: ' Years: 1992, 1997, 2002, 2007. ? Years: 1991, 1996, 2001, 2006. ? Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. 4 Year 2002,
EU average excluding CY; ES, GR,MT, PL, RO. °Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. ¢ Year 1993, EU average excluding

CY, ES, GR, MT, NL, PL, RO. " Year 2007. & Year 2003. ° Year 2007.

Population’s health

The total life expectancy is 78.3 years (males 75.9 and
females 80.7). The fertility rate is 1.89 in 2008 and the
birth rate is 11.96 births per 1000 population (WHO
Regional Office for Europe, 2010). The death rate is
10.16 deaths per 1000 population in 2006 (WHO-HEFA)
and the infant mortality rate is 3.6 per 1000 live births in
the same year (WHO Regional Office for Europe, 2010).

Death rates from diseases of the circulatory system are
193.47 per 100 000 population. According to The public
health report Denmark 2007, the main public health
concerns are smoking habits, alcohol consumption and
physical inactivity among young people (Kjoller, Juel &
Kamper-J6rgensen, 2007). Among young people, 10%
suffer from chronic illnesses. Among adult and elderly
people, obesity and high blood pressure and other long-

standing illnesses are expected to increase.

Maternal mortality rate was 7.69 per 100 000 live births
in 2008 (WHO Regional Office for Europe, 2010). As of
2002 cardiovascular diseases and cancer were the leading
causes of death. Denmark’s cancer rates (3.73% in
2007) were the highest in the EU, together with Finland,
Norway and Czech Republic (WHO Regional Office
for Europe, 2010). In 2008, there were only 6 reported
cases of tuberculosis per 100 000 people. HIV incidence

was 5.6 per 100 000 in 2007 and deaths from AIDS 0.4
per 100 000 in 2006 (WHO Regional Office for Europe,
2010; OECD, 2010).

Characteristics of the health care system

Denmark’s health care system has retained the same basic
structure since the early 1970s. The Ministry of Interior
and Health (created in February 2010) deals with the
administration of hospitals and personnel, while primary
care facilities, health insurance, and community care are
the responsibility of the Ministry of Social Affairs. Costs
are borne by public authorities, and high taxes contribute
to these costs. The number of physicians per 100 000
is comparable to the European average, the number of
hospital beds is considerably lower (see Table A6.1). The
number of hospital beds, as in other EU countries, has
undergone a major decline. De-institutionalization of
psychiatric patients has contributed significantly to this
trend. The ratio of doctors to population, by contrast, has
increased during this period.

The health care system in Denmark is mainly tax based
and publicly provided. Only a small but increasing
percentage (5% in 2002) of the population has
complementary private insurance to cover dentistry and
pharmaceutical co-payments.
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Danish citizens may choose between two systems of
primary health care: medical care provided free of
charge by a doctor chosen by the individual for a year
and by those specialists to whom the doctor refers the
patient; or complete freedom of choice of any physician
or specialist at any time, with state reimbursement
of about two-thirds of the cost for medical bills paid
directly by the patient. Most people opt for the former
system. Some pharmaceuticals are subsidized by the
state. Responsibility for the public hospital service rests
with regions” authorities, each of which is allotted one
or two larger hospitals with specialists and two to four
smaller hospitals where medical treatment is practically
free of charge. State-appointed medical health officers,
responsible to the National Board of Health, are employed
to advise local governments on health matters. Public
health authorities have waged large-scale campaigns
against tuberculosis, venereal diseases, diphtheria and
poliomyelitis. The free guidance and assistance given to
mothers of newborn children by public health nurses
has resulted in an infant mortality rate of 4 per 1000
live births (2006). Medical consultations are free, but
pharmaceutical treatment is free only up to school age. As
of 1999, children up to one year of age were vaccinated
against diphtheria, pertussis, and tetanus and measles
(Encyclopedia of the Nations, 2010).

2. Structure of the primary care system

2.1 Primary care governance

The Danish health system is governed by a combination
of national state, regional and municipal institutions.

All three levels have democratically elected assemblies and
there is a tradition of decentralization of management
and planning to the regions and municipalities. National-
level institutions include the Parliament, the government
and various state bureaucratic institutions. The state
level is responsible for the overall legal framework for
health care, and for coordinating and supervising the
regional and municipal delivery of services. Five regions
are responsible for delivering both primary and secondary
health services. Most hospitals are owned and operated by
the regions, and hospital doctors are salaried employees
of the regions. Private hospitals and clinics have increased
since the beginning of 1990s, but there are still fewer
than 500 beds in private hospitals, which means that only
2% of the total hospital beds are private (Department of
Health and Prevention, 2008b).
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Practising doctors are private, rather than state
practitioners, but receive almost all of their income from
services paid by the regions (Strandberg-Larsen et al.,
2007). The regions organize the emergency duties, which
form part of the GPs” work responsibility (Strandberg-
Larsen et al., 2007). The GPs” duties (role) are regulated
by the Health Law (Sundhetsloven) of 2005.

Many doctors working for the National Board of Health
are also employed by the Medical Association, and hence
are strengthening the link between the Association and
the government.

2.2 Economic conditions of primary care

All health care in Denmark is free. Most of the municipal
and regional health care spending is financed by income
taxes. The instrument of control of health care for the
central government is the allocation of the budget. The
Danish GPs are independent, self-employed doctors
with a contract with the health authorities of the regions.
The remuneration of GPs in Denmark is a mixture of
capitation, which makes up about one-third of the total
income, and fee-for-service payments, as well as extra fees
for out-of-hours consultations, telephone consultations
and home visits. GPs run their own practice and usually
own their equipment and facilities, and have to pay their
auxiliary staff as well (Strandberg-Larsen et al., 2007).
The introduction of the fee-for-service system increased
productivity as well as reducing the referral rate to
specialized care in Copenhagen (Krasnik et al., 1990).
The system is used strategically to promote prioritized
activities by increasing the fee for these activities. Health
care personnel employed by the municipality (nursing
home staff, home nurses, health visitors and municipality
dentists) are paid a fixed salary. The GPs’ auxiliary staff
are paid by the GPs, usually fixed salaries (Strandberg-
Larsen et al., 2007).

According to estimates of the Organisation of General
Practice (PLO), the average net (after paying office
expenditure) income for a GP is in 2010, about

DKR 1 million (€135 000), which is much lower
compared to medical specialists’ income (see Fig. A6.1).
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Fig. A6.1: How does the average income of mid-career health
professionals relate to that of a mid-career GP?
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2.3 Primary care workforce development

GPs in Denmark have a relatively high status in the
health system. It is quite expensive to buy a practice,
therefore there is little turnover in the GPs workforce.
The average age of GPs is high: 53.6 years in 2009. In
2009, 82.8% of all GPs were 46 years or older. GPs
work on average 44 hours per week (Brendt, Vedsted &
Olesen, 2007).

In 2009, 27% of GPs in Denmark were enrolled in
postgraduate training (Department of Health and
Prevention, 2008a). According to the National Board of
Health’s figure from 2006 the ratio of active GPs to active
specialists is (4172/6301) 0.66. There is a postgraduate
training programme for GPs in three of the four Danish
universities. In the undergraduate medical curriculum,
general practice is an obligatory and main subject in
all universities. There is also professional training for
community nurses and for practice nurses.

The College of General Practice in Denmark (DSAM)
has 2500 members, which is about 60% of all GPs. The
main tasks are professional development, education and
scientific activities. The General Practitioners Association,
whose main task is promoting income interests and
negotiating with the regions the establishment of new

practices, has 3715 members, which is equal to 89% of
all GPs.

There is one peer-reviewed national journal for general
practice in Denmark: Mdnedsskrift for Praktisk
Legegerning.

Danish nurses are organized in Dansk Sykepleraad
(DS), which defends their financial interests and is
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responsible for professional development. There are
11 000 primary care nurses. It is unknown how many
of them are members of the DS. There is also a college
for primary care nurses (Faglig Selskap for Sykepleiere
i Primersektoren) with 300 members. The journal
Promart focus (Primary Focus) is mainly for home nurses.

There are 7.9 nurses per 1000 people in Denmark and 3.4
physicians in total per 1000 people, which gives a nurse/
physician ration of 2.3 for all services combined. There
were 11 000 hospital-employed doctors in 2003. In the
period 2002-2006 there was a small increase in almost
all specialties. Fig. AG.2 shows the development in supply
of primary care providers over the most recent available
five-year period (Eurostat, 2011).

About 3680 doctors work as GPs, which gives one doctor
per 1575 inhabitants. In 2004, there were 3.6 doctors
and 9.8 nurses per 1000 inhabitants. The recruitment of
doctors to rural and remote areas has become more and
more difficult (Strandberg-Larsen et al., 2007).

Fig. A6.2: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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3. Primary care process

3.1 Access to primary care services

GPs have a limited gatekeeping role, as patients have
direct access to ophthalmologists, ENT specialists,
cardiologists, neurologists and surgeons, and only need a
referral to visit GP practice nurses, specialist nurses, home
care nurses, dentists, midwives, occupational therapists
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and speech therapists. With a private out-of-pocket
payment the patient can go directly to gynaecologists/
obstetricians, paediatricians and specialists in
internal medicine.

There are very small geographical differences in density of
GPs in Denmark. But there are some rural areas where it
is difficult to recruit and retain doctors.

GPs are obliged to keep their offices open eight hours
a day, five days a week (Monday to Friday from 8 a.m.
to 4 p.m. (Sygesikringens Forhandlingsudvalg and
Praktiserende Laegers Organisation, 2000).

Patients do not pay for consultations with GPs, nor do
they pay for specialist consultations if they are referred by
their GP. Patients do not have to pay for home visits by
GPs, but they do have to pay part of the cost of medicine
and injections.

According to a survey in 2007, general practice patients
report that 82% find it easy to gain access to their GP
(European Commission, 2007). Almost all GPs have an
appointment system and facilitate telephone and e-mail
consultations (see Fig. A6.3).

Primary care cooperatives provide after-hours primary
care services. Each cooperative consists of GPs in a region
from several groups that provide after-hours primary care
services in non-profit large-scale organizations, which
include telephone triage and advice, an office for face-to-
face contact and house calls.

Fig. A6.3: The extent to which organizational arrangements
commonly exist in primary care practices or primary care
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3.2 Continuity of primary care services

Primary care in Denmark is based on a patient list system.
Almost the total population is on the list of a personal
GP. Each GP has on average 1583 patients on their list
(Ministry of Interior and Health, 2008).

GPs are obliged to keep a clinical record of all contacts
and all GPs have computerized medical records. Most
GPs also use computers for appointments, billing,
prescriptions, searching for expert information on the
Internet, referring patients to specialists and sending
prescriptions to pharmacists. All patients in need of a
referral must bring a referral letter to the specialist.
Specialists and hospitals are obliged to send a discharge
letter for all patients who have been referred by GPs.

The patients are free to choose and change which GP they
want to register with. About 82% of patients report that
they are satisfied with their GP (see Fig. A6.4) (European
Commission, 2007).

Fig. A6.4: Patient satisfaction with aspects of care provision
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3.3 Coordination of primary care services

General practice is the public primary gateway to health
care, where all common diseases and conditions affecting
the population are handled. The gatekeeping function in
Denmark is weak, with direct access to various medical
specialists (see section 3.1). In 2007, there was a total of
38.5 million contacts with general practice service, which
is equivalent to each citizen visiting a general practice on
average seven times a year. Every resident in Denmark
is entitled to enroll in a medical practice or practices.
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As Fig. A6.5 shows, 36% of GPs work in solo practices,
whereas the greater majority work in group practices
(Organisation of General Practitioners, 2009). GPs
employ 3100 auxiliary staff (January 2008). Each doctor
has a full operational responsibility for his or her clinic,
but is obliged to provide general medical care, under the
conditions specified in the Agreement System.

Most of the cooperation between specialists and GPs
is based on referral letters and the hospitals/specialists’
discharge letter. There is no formal cooperation except
phone calls to clarify professional questions. The
integration and cooperation of care between specialized
and primary care is not structured and institutionalized.
Specialists very rarely visit general practices, but are often
used as teachers in conferences for GPs.

GPs’ clinical data are only incidentally used for public
health purposes.

Fig. A6.5: Shared practice
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3.4 Comprehensiveness of primary care services

Approximately 10% of the patient contacts with a GP
lead to a referral to other health services.

Most of the general practices have standard equipment
such as an otoscope, urine strips, gynaecological
speculum and a peak flow meter. Only occasionally is
the following equipment used by Danish GPs: ECG or

instruments for stitching wounds.

GPs are always the first contacts for children with a severe
cough and hearing problems, women asking for oral
contraceptives and for women confirming pregnancies.

Building primary care in a changing Europe — Case studies

Women with irregular menstruation will also always seek
help from a GP, while people with suicidal inclinations
would usually go to a GP (see Table AG.2).

4. Outcome of the primary care system

4.1 Quality of primary care

The GPs and the few practising specialists in primary
care prescribe 16.03 DDD/1000 inhabitants/day of
antimicrobials (2007) (ESAC, 2010). The number of
hospital admissions for people with a diagnosis of asthma
was 43 per 100 000 inhabitants in 2007 (OECD, 2009).

The general vaccination programmes are carried out by
GPs and financed by the regions on a fee-for-service basis.
The vaccination coverage of diphtheria, tetanus, pertussis,
polio and Hib (haemophilus influenza type b) are
relatively high in Denmark. But there are problems with
measles, mumps and rubella (MMR) vaccination due to
parents’ doubts about adverse effects and complications
as a result of the vaccine. In 1996, 85% of all children
aged 15 months were vaccinated with MMR in Denmark,
but in the city of Copenhagen this figure was less than
80%. In 2003, the percentage of children receiving the
combined vaccination reached 96% in Denmark as a
whole and 95% in the City of Copenhagen (National
Serum Institute, 2005).

Denmark incrementally introduced regional screening
programmes for detecting breast cancer, targeting
women of the 50—69 years age group. They are invited
for screening every second year. In 2006 the coverage
was 65.9% . Pap smears are taken by GPs in Denmark. A
systematic screening programme started in 1968—1969,
targeting the 23-59 years age group. The women are
invited to have a Pap smear every year. In 2005 the
coverage was reported to be 69.4%.

4.2 Efficiency of primary care

There are on average 6.8 contacts per patient per year
registered on a general practice list (in 2009). Of all the
contacts performed by the Danish GPs in 2009, 1.2%
were home visits and 38.4% telephone consultations.
Each face-to-face consultation lasted for an average of
10—15 minutes (based on personal reports from GPs)
(Danish Medicines Agency, 2010).
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Table A6.2: GPs’ involvement in delivery of various primary care services*

GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

e Child with severe cough
e Child aged 8 with hearing problem

* \WWoman aged 18 asking for oral
contraception

e \WWoman aged 20 for confirmation of
pregnancy

* WWoman aged 35 with irregular
menstruation

* Women aged 35 with lump in her breast

Treatment and follow-up of diseases
(from a list of 9 items)

® Peptic ulcer

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures

e Strapping an ankle

* Wedge resection of ingrown toenail

(from a list of 10 items; involvement of
GP or PC practice nurse)

® Fundoscopy
e Setting up an intravenous infusion

Preventive care
(from a list of 8 items)

groups

® Immunization for tetanus

e Testing for sexually transmitted diseases
e Screening for HIV/AIDS

e Influenza vaccination for high-risk

e Cervical cancer screening
¢ Cholesterol level checking

e Breast cancer screening

Health promotion -
(from a list of 4 items)

Note:

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

Danish GPs refer 363 people/1000 listed patients
to practising specialists (in 2006) and 270 were
referred to hospitals per 1000 listed patients in 2006
(Sundhedsstyrelsen, 2010).
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Estonia

K. Polluste, M. Lember

1. The context of primary care

Country and population

Estonia is the smallest of the Baltic countries, covering
an area of 45 227 km?. The population was constantly
increasing until 1990, both as a result of immigration
and a natural increase. Since 1990, immigration has
been decreasing and emigration has been increasing.
Likewise, the number of births has been diminishing
and the number of deaths has been growing. In January
2010, the population of Estonia was 1.34 million with
46% men and 54% women. The average population
density is 29.6/km?. The urban population accounts for
65% of the total population. In recent years, an ageing
of the population has been observed. The proportion of
children (aged 0—14 years) has decreased (from 22.3%
in 1990 to 15% in 2009) and the proportion of people
aged 65+ has increased (from 11.6% in 1990 to 17.1%
in 2009). Since 1991, the natural population increase
(birth/mortality ratio) has been negative, but there has
been an upward trend since 1994 due to an increasing
number of births. In 2009, the birth and death rates
per 1000 inhabitants were 11.8 and 12.0 respectively
(Statistics Estonia, 2010). Thus, today the main problem
regarding Estonia’s population is the same as everywhere
in Europe — an ageing population.

Development and economy

Estonia is a parliamentary republic. The Parliament
(Riigikogu) consists of one chamber whose 101 members
are elected every four years. The country is divided
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Table A7.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Estonia EU’ Estonia EUT Estonia EUT Estonia EU’ Estonia EU
1995 n.a. 7.6 239.7 1275.9 834.9 740.9 319.2 292.7 14.3 2756
2000 5.3 7.9 543.6 1608.0 717.6 669.0 309.6 295.1 18.8 28.3°
2005 5.0 8.5 789.4 2150.9 547.8 604.6 320.2 316.0 19.6 26.34
2009 6.1 8.8 1263 2788.2 571.4 564.8 334.9 321.6 25.6 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Estonia EU? Estonia EU’ Estonia EU? Estonia EUT
1995 673.9 57541 12.7 12.5 17.2 15.7 5-9 6.6
2000 621.9 655.9 9.2 10.3 18.7 177 6.7 6.8
2005 657.1 682.7 7.9 9.5 16.4 16.2 6.9 6.8
2009 640.2 745.5 7.8 8.8 15.9 15.6 741 6.9

Source: EU average values are based on the European Health for All database

(WHO Regional Office for Europe, 2010).

Notes: " Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ° Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. #Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. °Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. ¢ Year 1993, EU average excluding
CY, ES, GR, MT, NL, PL, RO. " These numbers for Estonia refer to year 2008, except the average length of stay, acute care hospital admissions and

outpatient contacts which refer to 2009.

into 15 administrative regions (counties) that altogether
contain 226 municipalities. Economic reforms geared
towards a market economy and rapid changes have taken
place in the whole Estonian society since the early 1990s.
Besides the economic reforms, there have also been
reforms in the social and health sectors. In the period
1995-2007 the GDP per capita increased more than three
times (from US$ 6278 in 1995 to US$ 20 350 in 2007)
(OECD, 2009). Since the mid 1990s the positive changes
in the Estonian economy have led to the creation of jobs
and increases in wages and pensions, and unemployment
and the percentage of people living below the poverty line
have decreased. However, in 2008 the Estonian labour
market changed remarkably when unemployment almost
doubled in only six months (Ministry of Social Affairs,
2009a). In 2009, the unemployment rate was 13.8%.

Considering the Human Development Index, Estonia
has over the years improved its position in the world.
Between 1990 and 2007 Estonia’s Human Development
Index rose by 0.46% annually from 0.817 to 0.883,
which in 2007 gave the country a rank of 40th out of 182
countries with data (UNDP, 2010).

Population’s health

Like other central and eastern European countries,
Estonia experienced a rapid worsening in the indicators
of public health in the early 1990s, together with rapid
changes in society. Life expectancy started to decrease
and reached its lowest level by the year 1994 — 66.5 years
(60.5 years for male and 72.8 for females). Since 1995,
however, life expectancy has been increasing, reaching
74.1 (68.6 for males and 79.2 for females) in 2008
(Statistics Estonia, 2010). Healthy life expectancy at
birth in 2008 was 55.2 years (52.9 for males and 57.3 for
females) (WHO, 2010b). The infant mortality rate per
1000 live births has decreased considerably during the
last 18 years, from 15.8 in 1992 to 3.6 in 2009 (Statistics
Estonia, 2010). Like the number of births the total
fertility rate has increased too — from 1.34 in 2001 up
to 1.65 in 2008 (Eurostat, 2010; Statistics Estonia, 2010).

Cardiovascular diseases, malignant neoplasms and
accidents have been the most common causes of deaths.
The mortality rates of the five most common causes of
deaths in 2008 were as follows (all ages per 100 000
population): (1) ischaemic heart disease — 342.2; (2)
malignant neoplasms — 264.3; (3) cerebrovascular
disease — 117.1; (4) hypertensive heart disease — 114.9; and
(5) accidents and poisonings — 101.3 (Statistics Estonia,
2010).
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The top five disease burden (estimated in age-
standardized DALYs [disability-adjusted life-years]
for 100 000 population in 2004) are as follows: (1)
neuropsychiatric conditions — 3501; (2) cardiovascular
diseases — 3045, of those, ischaemic heart disease 1538
and cerebrovascular disease 719; (3) unintentional
injuries — 2314; (4) malignant neoplasms — 1638, of those
trachea, bronchus, lung cancer 296; and (5) sense organ
diseases — 888 (WHO, 2010a).

Characteristics of the health care system

The total health expenditure as a percentage of GDP
over the years has been about 5-6%, however, the total
health expenditures per capita have been increased
(see Table A7.1). The Estonian health care system is
mainly publicly funded through social health insurance
contributions in the form of an earmarked social payroll
tax, which amounts to over 60% of total funding, and
by general tax revenue (about 10-11%). The earmarked
payroll tax is pooled by the Estonian Health Insurance
Fund (EHIF), which acts as a single purchaser of care.
The Ministry of Social Affairs is responsible for covering
the costs of ambulance care and emergency care for
uninsured people, and is also the largest contributor
to public health programmes. The municipalities have
a relatively small role in the financing of health care.
Private expenditure comprises approximately a quarter of
all health expenditure, mostly in the form of co-payments.
Since the implementation of the social health insurance
system, the proportion of insured people has been steadily
about 94% of the Estonian population. People who are
not covered by the health insurance system have to
pay for health services themselves, although emergency
care for them is guaranteed and paid from the state
budget (Koppel et al., 2008). The EHIF is responsible
for negotiating contracts with health care providers
and paying for health services, but also for reimbursing
pharmaceutical expenditures and paying for sick leave
and maternity benefits. In 2009, 69% of the annual
health insurance budget was spent on health services
(including the primary care services), 11% on reimbursing
pharmaceutical expenditures, and 20% on sick leave and
maternity benefits (EHIF, 2010).

Provision of health services is divided between two levels.
Primary care is organized as the first level of contact
with the health system and provided by independently
contracted GPs who practise on the basis of a patients’
list. Secondary care — specialized outpatient and
inpatient care — is mainly provided by the hospital and
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its outpatient departments. However, some ambulatory
specialist care is also provided by health centres and
specialists practising independently.

The number of health care personnel, particularly the
number of nurses, started to decrease in 1992, but since
of the early 2000s the number of physicians and nurses
started slowly to increase to 335.3 and 685.9 per 100 000
inhabitants respectively in 2008. The number of GPs
increased in the period 1998-2008 from 22 to 62.1 per
100 000 inhabitants; this sharp increase is due to large-
scale retraining of the previous district internists and
paediatricians as family doctors. The average number of
outpatient visits per person dropped from 7.1 in 1990 to
4.8 in 1992 then slowly increased to 6.5 visits per person
in 2008. In 1992, there were 118 hospitals in Estonia
and in 2008 the number of hospitals had decreased to
57. The number of hospital beds also decreased from
968.2 per 100 000 inhabitants in 1992 to 571.6/100 000
in 2008. The number of acute hospital admissions per
100 persons has been stable at about 17 and the average
length of stay in the hospitals dropped from 17.4 days in
1990 to 7.9 days in 2008 (National Institute for Health
Development, 2010).

Total pharmaceutical expenditure as a proportion of
total health expenditure has increased from 17% in
1997 to 24.8% in 2007. In 2009, the total number of
pharmaceutical prescriptions reimbursed by the EHIF
was 6.44 million, or five prescriptions for each insured
person. In 2008, the number of prescriptions was
6.64 million, of which 63.7% were prescribed by GPs
(EHIF, 2010).

2. Structure of the primary care system

2.1 Primary care governance

The reorganization of the primary care system started in
the early 1990s. The goals of the primary care reform and
the basic tasks of the reform were formulated in 1997 as
follows: (1) to create a list system so that the population
could register with a primary care doctor; (2) to
introduce a partial gatekeeping system; (3) to introduce
a combined payment system for GPs; and (4) to give
the GPs the status of independent contractors (Lember,
2002). By the early 2000s, when these tasks were
completed, the Ministry of Social Affairs initiated and
completed, together with representatives of stakeholders
and academic organizations, the new Primary Care
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Development Plan, which was approved by the
government in 2009 (Ministry of Social Affairs, 2009b).
The core of this Plan is the understanding that primary
care is the first contact with the health care system for all
people, and most of the services needed will be provided
in primary care, including health promotion and disease
prevention. If necessary the patient will be referred to
specialist care (including nursing care). The primary care
doctor is responsible for provision of necessary health
services to his/her patients and for the continuity of care.
According to the vision of the Development Plan, in the
year 2015 the most frequently required primary care
services provided by the primary care team and other
specialists of the primary care network will be accessible
for all people near their home or workplace.

The geographical distribution of practices per county is
planned according to population numbers. In rural areas
local conditions (e.g. traditional location of a practice,
transport options for the population) are taken into
consideration. The Plan is approved by the Ministry of
Social Affairs and the EHIF contracts only the approved
practices.

The inspection of provision of health services (including
primary care services) is coordinated by the Health
Board. The requirements for health personnel, rooms
and equipment are stated by law. To practise in primary
care physicians should have completed postgraduate
specialization in the field of family medicine and, like all
medical staff (physicians, nurses, midwives), they have to
be registered with the national Health Board. A voluntary
certification system for GPs has been introduced as well.
The requirements for facilities and equipment for primary
care practices are approved by the Minister of Social
Affairs (Ministry of Social Affairs, 2001). There are
requirements for rooms (list of required rooms, required
area of rooms, requirements for physical environment,
etc.) and for equipment (list of required medical and
other equipment). A voluntary peer-review mechanism
for primary care practices has been introduced by the
Estonian Association of Family Doctors. There are also
a number of clinical guidelines for GPs and nurses. The
clinical guidelines are produced by GPs and family nurses,
as well as by other medical specialists, and financed by

the EHIF.

Community influence at a national level is expressed by
annual health care (including primary care) satisfaction
surveys. Community influence can also be seen
incidentally at local level as municipalities may act as
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owners of primary care facilities. Some municipalities
also endow primary care practices. Patients’ rights are
mainly covered by the Law of Obligations Act (2001):
informed consent, patient access to own medical files,
confidential use of medical records, and availability of
a procedure to process patient complaints. All this is
non-specific for primary care, since the same applies to
specialist care as well.

2.2 Economic conditions of primary care

In 2006, expenditure on outpatient care (including
primary care and specialized outpatient care) was 22.6%
of total expenditure on health (Eurostat, 2010). Of
the EHIF’s total budget for health services, the budget
for primary care is about 13%. As of January 2009,
altogether 1.28 million insured persons, or 95.6% of all
Estonian residents (1.34 million) were registered by the
EHIF. All insured persons are fully covered for primary
care costs (except the costs of medicines prescribed by
GPs; there is a contribution by patients, depending on
the diagnosis).

The legal status of the GP was defined by law in 2002
(Health Insurance Act, 2002). According to this law, all
GPs are independently contracted practitioners. Most
GPs are independent contractors with the EHIF and
are paid via a combination of different remuneration
types (EHIF, 2010). About 5% of GPs are salaried by
other physicians and are paid flat salary. The average
structure of the budget of a GP’s practice is made up
as follows: (1) basic allowance to cover accommodation
and transportation costs — 11%; (2) capitation payment —
66,5%; (3) fund for examinations and lab tests — 20.3%;
(4) payment on performance indicators (quality bonus) —
1.7%; and (5) payments to compensate GPs working
more than 20 km from the nearest hospital — 0.5%
(about 24% of general practices). The capitation payment
depends on the age structure of the patients on the list.
In 2010 the capitation payment for one person per month
is determined as follows: for children 0-2 years — €6.85;
people aged 2—70 years — €2.85; and people aged more
than 70 years — €3.45 (EHIF, 2010). In 2008, the average
gross annual income of GPs was €86 790, which includes
the costs of running the practice (e.g. costs for premises,
equipment, care, employed staff, etc.). Compared to
other specialists the GP’s income (around €17 500 per
year in 2009) tends to be lower, but much higher than
that of nursing staff, midwives, physiotherapists and other
therapists (National Institute for Health Development,
2010) (see Fig. A7.1).
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Fig. A7.1: How does the average income of mid-career health

professionals relate to that of a mid-career GP?
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2.3 Primary care workforce development

The tasks and duties of GPs are described in the
Development Plan of Primary Health Care and legally
fixed by the regulations approved by the Minister
of Social Affairs. GPs provide comprehensive care
irrespective of patients’ age, gender and health problems.
The average number of working hours per week of GPs
is 40 hours, including at least 20 hours for direct contact
with patients at the office.

GPs in Estonia are trained at the University of Tartu
which is the only university in Estonia with a medical
faculty. It has a postgraduate programme in family
medicine with a duration of three years (out of this, 18
months is in primary care) and family medicine is also
a subject in the undergraduate medical curriculum
(Maaroos, 2004). At the beginning of the 1990s the
training of GPs was conducted in two ways: three-year
in-service retraining courses for existing primary care
physicians (paediatricians and physicians of internal
medicine), or three-year full-time residence courses
for physicians who have graduated from the medical
faculty and completed their internship. The first training
programme for doctors for family medicine was initiated
in 1991 and the first specialist diplomas were awarded
in 1993 (Lember, 1996). In 2009, 11 graduates out of 85
(12.9%) started postgraduate training in family medicine.

The primary care workforce capacity needs and
development in the future is forecast in the development
plans of medical and nursing specialities as well as in
Development Plan of Primary Health Care (Ministry
of Social Affairs, 2009b). In the period 2004-2008
the supply of directly accessible medical and nursing
disciplines (GPs, gynaecologists, ophthalmologists,
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stomatologists, dermatologists, specialists in sexually
transmitted diseases, psychiatrists, practice nurses and
midwives), as well as some specialists has not changed
remarkably (see Fig. A7.2) (National Institute for Health
Development, 2010). At the beginning of 2010, in all 998
GPs were registered by the Health Board. The average
age of all registered GPs is 51.4 years, 37% of GPs are
aged 45-54 and 39% are 55 years or more (Health Board,
2011).

There is also a one-year specialist training, after a three-
year nurse training, for practice nurses, which is provided

by Tallinn Health Care Colleges.

The Estonian Society of Family Doctors has about 900
members and its activity is wide-ranging, defending
the financial/material interests of GPs, dealing
with professional development (including guideline
development) and education, and participating in
scientific activities (e.g. organizing annual conferences).
The professional journal Perearst (Family Doctor) is
published four times per year and its content is as follows:
news 10%, opinions 10%, popular articles 20%, overview
articles 30%), research reports 30%. The journal is not
peer reviewed and has no abstracts in English.

A Fellowship of Family Nurses is an organization acting
within the Estonian Nurses Association and deals with
the same activities as the Estonian Society of Family
Doctors: defending the financial and material interests
of its members, professional development and education,
as well as scientific activities. The Fellowship of Family
Nurses has 166 members.

Fig. A7.2: The development in supply of primary care
professionals per 100 000 inhabitants in the most recent
available five-year period
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3. Primary care process

3.1 Access to primary care services

Between 1991 and 2004 a total of 979 doctors became
re-qualified as GPs and joined the ranks of GPs to
meet the needs of the Estonian population: one GP per
1600+400 inhabitants (Maaroos & Meiesaar, 2004). The
size of the patient lists has stabilized, but it can still vary
between different counties and between the countryside
and the towns because of variations in the density of
the population in different areas. In 2008 the average
number of GPs was 62.1 per 100 000 inhabitants. The
density of GPs varies between the regions. The highest
density is 77 and the lowest less than 43 per 100 000
inhabitants, however, the urban and rural densities do not
differ substantially — in 2009 the average urban density
was 61 and rural density 58 per 100 000 inhabitants.
Nevertheless, there is still a shortage of GPs in some
peripheral areas (Ministry of Social Affairs, 2009b).

All general practices and primary care centres are obliged
to have at least eight opening hours per working day
(Monday to Friday). The number of home visits is rather
small — on average 2.2 visits per week per GP (National
Institute for Health Development, 2010). Out-of-hours
service is not stipulated in the general practice contract
and it is provided by the medical emergency service or
by ambulance service if the patient has emergency health
problems outside GPs’ office hours. The number of
telephone consultations is increasing year by year and
some practices have web sites, but e-mail consultations
are not yet common (see Fig. A7.3).

Patients do not have to pay for visits to their GP, but there
is a fee for GPs” home visits (EEK 50 or €3.2 per visit,
except for children up to 2 years and pregnant women
from the twelfth week of pregnancy). Patients also pay a
fee for each visit to a specialist (EEK 50 or €3.2 per visit,
except for children up to 2 years and pregnant women
from the twelfth week of pregnancy). There is also
co-payment for the costs of medicines prescribed by GPs
or by specialists (Health Insurance Act, 2002).

In 2007, 6% of patients rated general practice care as not
affordable, but 89% found it is easy to reach and gain
access to GPs (European Commission, 2007).
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Fig. A7.3: The extent to which organizational arrangements
commonly exist in primary care practices or primary care
centres
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3.2 Continuity of primary care services

All GPs have a patient list system with an average
population size of 1600 + 400 (Ministry of Social
Affairs, 2009b). Over the years, about 70% of patients
are reported to visit their GP if they had some health
problems (Polluste, Kalda & Lember, 2004, 2007, 2009).
To guarantee continuity of care, all GPs routinely keep
the records for all patient contacts. All GPs use computers
to keep patients’ records, but also to prescribe medication
and to write financial and administrative documents.
Clinical record systems are able to generate lists of
patients by diagnoses, but not always by health risks.
When GPs refer their patients to a medical specialist they
always use a referral letter, which usually includes relevant
information on diagnostics and treatment performed, and
the specialists usually communicate back to the referring
GP after an episode of treatment. Mostly, GPs receive
information within 24 hours about contacts that patients
have with out-of-hours services.

Patients are free to choose the GP they want to register
with, but this choice is certainly limited in rural areas
where the population density is low and there is only
one GP for the region. However, satisfaction with GPs is
high, as more than 90% of the patients are satisfied with
their GP and explanations given by GPs, and patients
also reported to trust their GPs (see Fig. A7.4) (Polluste,
Kalda & Lember, 2004, 2007, 2009). Satisfaction with
the time available during consultations with GPs has not
been studied.
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Table A7.2: GPs’ involvement in delivery of various primary care services*
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GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care -
(from a list of 10 items)

Treatment and follow-up of diseases

(from a list of 9 items) « Preumonia

e Chronic bronchitis

e Uncomplicated diabetes type |l

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures -
(from a list of 10 items; involvement of
GP or PC practice nurse)

e Fundoscopy

Preventive care
(from a list of 8 items)

groups

e Allergy vaccinations
¢ Influenza vaccination for high-risk

e Cholesterol level checking

® [mmunization for tetanus -

Health promotion -
(from a list of 4 items)

Note:

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

Fig. A7.4: Patient satisfaction with aspects of care provision
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3.3 Coordination of primary care services

There is a partial gatekeeping system in Estonia (Ministry
of Social Affairs, 2009b). In general, people need a
referral from a GP to see a specialist, otherwise the EHIF
will not pay for the specialist’s services and the patients
have to pay themselves. Still, referral is not required if
the patient needs specialized medical care in connection
with a trauma, tuberculosis, eye disease, skin disorders
or sexually transmitted disease, or in cases where
gynaecological or psychiatric care is provided. Direct
access to all specialists is possible if the costs of the visit
are paid privately (Lember, 2002).

Most general practices (77%) are single-handed (solo
practices), although in 15% of cases two or three GPs
work together and in 8% of cases four or more GPs
work in the same building without medical specialists
(EHIF, 2010). In Estonia there are no mixed practices
with GPs and medical specialists (see Fig. A7.5). Also,
cooperation with medical specialists is not very close
(such as joint consultations or substituted specialist care),
but it is common that medical specialists give clinical
lessons for GPs. The closest cooperation in primary care
is with other GPs as well as with practice nurses. There
is also cooperation between GPs, home nurses and social
workers. Nurse-led activities such as health education
or diabetes care are rather uncommon in primary care
(Ministry of Social Affairs, 2009b).

Clinical patient records from GPs are used routinely as
health statistics at national and regional level to identify
health needs and priorities for health policy, while
nationwide health surveys are conducted annually to
improve the quality and responsiveness of primary care
(Polluste, Kalda & Lember, 2004, 2007, 2009).



64

Fig. A7.5: Shared practice
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3.4 Comprehensiveness of primary care services

The minimum set of medical equipment of general
practices is specified in the regulation no. 116 of the
Minister of Social Affairs. At present, the following
equipment is almost always available in GPs’ practices:
infant scales, glucose tests, dressings/bandages, otoscope,
ECG, urine strips. Also, instruments for stitching
wounds, gynaecological speculum and peak flow meter
are usually available (Ministry of Social Affairs, 2001).

The work of the GPs has now become quite
comprehensive (see Table A7.2). In 2008, 91.5% of total
patient contacts were handled solely by GPs without
referrals to other providers (EHIF, 2010). Patients visit
their GPs with a range of physical health problems (e.g.
lung diseases, heart diseases, diabetes type 2, rheumatoid
arthritis, etc.), mental health and psychosocial problems,
together with children’s health problems. That is why
the workload of GPs has also increased (Maaroos &
Meiesaar, 2004). In addition, patients with mental health
problems also can visit a psychiatrist and women with
gynaecological problems or who are pregnant prefer to
see the gynaecologist or midwife for continuity. But
the routine paediatric surveillance to children up to
4 years is almost always performed by GPs, including
infant vaccination. Also, immunization for tetanus,
influenza vaccination and allergy vaccination, as well
as cholesterol checking, are almost always performed by
GPs. Procedures such as insertion of IUDs, removal of
rusty spot from the cornea, joint injection, strapping an
ankle or fundoscopy are only occasionally performed by
GPs. Furthermore, screening for breast or cervical cancer,
or testing for sexually transmitted disease is not a very
common activity in general practices (Lember, Kosunen
& Boerma, 1998). Individual counselling in the case of
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different health risks is occasionally provided by GPs,
while groupwise health education is an incidental task.
For example, counselling in case of smoking cessation
could be provided by a doctor or nurse who has special
training and is working in an office for counselling on
smoking cessation. These specialists usually work in
hospitals. Also, groupwise health education is mostly
provided by health promotion specialists (Lember,
Kosunen & Boerma, 1998).

4. Outcome of the primary care system

4.1 Quality of primary care

The average number of prescriptions annually provided by
GPs in 2008 was 1050 per 1000 contacts (4.23 million
prescriptions per 4.44 million contacts) and 3300 per
1000 registered patients (4.23 prescriptions per 1.28
registered patients) (EHIF, 2010). At present, there is no
data available about the defined daily doses of antibiotics
use in ambulatory care per 1000 inhabitants per day.

Quality of diagnosis and treatment in primary care
is expressed in Fig. A7.6 by the number of hospital
admissions for people per 100 000 population in 2008
(EHIF, 2010).

At present, there is a shortage of data about the quality of
diabetes care, COPD and asthma care. The number of
hospital admissions for people with a diagnosis of asthma
per 100 000 population in 2008 was 79.5 (EHIF, 2010).

The percentage of infants (I1-year-old children) vaccinated
within primary care against various infections in 2008
was as follows: (1) diptheria — 95%; (2) tetanus — 95%;
(3) pertussis — 95.1; (4) measles — 89.8%; (5) hepatitis B —
94.1%; (6) mumps — 89.8%; and (7) rubella — 89.8%. In
2008, the percentage of population aged 65+ vaccinated
against flu was 1.16% (Health Board, 2011).

Breast cancer and cervical cancer screening is not part
of primary care since there are national screening
programmes that target women aged 50-59 years every
two years concerning breast cancer and every five years
for women aged 30—59 years concerning cervical cancer
screening. The coverage of breast cancer screening was
37% in 2004 and 12.7% for cervical cancer screening
in 2006 (Estonian National Institute for Health
Development, 2007; Von Karsa et al., 2007).
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Fig. A7.6: Number of hospital admissions per 100 000
population with a primary care sensitive diagnosis in most
recent year
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4.2 Efficiency of primary care

In 2008 the number of general practice consultations
per capita per year was 3.2 and the proportion of home
visits of all general practice—patient contacts was 2.24%
in 2008 (EHIF, 2010; National Institute for Health
Development, 2010). The average consultation time is
9.0+ 4.9 minutes (Tdhepold et al., 2003). The number of
new referrals from GPs to medical specialists per 1000
listed patients per year was 328.55 in 2008 (421 115
referrals per 1.28 million listed patients) (EHIF, 2010).
At present, there are no data about the proportion of
telephone consultations of all general practice—patient
contacts.

Conclusion

The primary care strategy has been implemented and
the objectives set in 1997 have been achieved. The
prerequisite for the reforms have been changes in the
education of doctors: creating family medicine as a
discipline and specialization on its own, introducing
specific residency training and undertaking large-
scale retraining of primary care physicians in the
period 1991-2004. The patient list system and
partial gatekeeping have been implemented, GPs are
independently working specialists and a stable payment
system has been established. The work of GPs has become
quite comprehensive, with GPs having fully taken over
the monitoring of children’s health; they also deal with
most people with chronic conditions. Access to primary
care services is good and most of the population is
satisfied with the general practice service. Thus, the new
system based on GPs has been successfully implemented
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and the next step in the primary care development should
focus on the extension of the range of services provided
by other specialists (midwives, physiotherapists, social
workers) who should be added to primary care teams.
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1. The context of primary care

Country and population

Finland is a Nordic country bordered by Sweden, Norway
and Russia. Its area is 338 424 km? and it is the most
sparsely populated country of the EU, with a mean
density of 16 inhabitants/km?. Finland has 5.4 million
inhabitants across its 336 municipalities, with an annual
growth rate of 0.5%. Of the total population 52.5%
are females and 47.5% males. In 2009, 16.7% of the
population was aged 0—14 years, 66.4% was aged 15—-64
years, and 16.9% was aged 65 or older (OECD, 2010).

Development and economy

Finland is a republic. It has presidential periods for
six years and the Parliament sits in four-year periods.
Finland has been one of the fastest growing nations in
Europe economically for the last 10 years. The economic
recession from 2008 has however brought down current
expectations to very low levels for the coming years.
The GDP was €37 181 per inhabitant in 2008 (WHO
Regional Office for Europe, 2010). The unemployment
rate was 9.5 % in January 2010.

Of the working-age population, 59% have an upper
secondary level of education. Finland ranked 16th on the
Human Development Index in 2010 with 0.871 (UNDP,
2009).
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Table A8.1: Development of health care resources and utilization

Building primary care in a changing Europe — Case studies

Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
Finland EU’ Finland EUT Finland EUT Finland EU’ Finland EU
1995 7.9 7.6 1479 1275.9 812.2 740.9 219.1 2927 n.a. 2756
2000 7.2 7.9 1855 1608.0 7541 669.0 249.9 2951 n.a. 28.3°
2005 8.4 8.5 2590 2150.9 705.2 604.6 263.4 316.0 38.2 26.34
2009 8.47 8.8 30087 2788.2 652.37 564.8 27217 321.6 3777 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
Finland EU? Finland EUT Finland EU? Finland EU’
1995 n.a. 57541 121 12.5 19.9 15.7 41 6.6
2000 n.a. 655.9 10.3 10.3 20.3 17.7 4.3 6.8
2005 1522.7 682.7 9.9 9.5 2041 16.2 4.3 6.8
2009 1547.28 745.5 9.7 8.8 18.6 15.6 4.2 6.9

Source: EU and Finland average values are based on the European Health for All database (WHO Regional Office for Europe, 2010).

Notes: " Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ° Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. #Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. °Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. 6 Year 1993, EU average excluding

CY, ES, GR, MT, NL, PL, RO. " Year: 2008. ¢ Year 2007.

Population’s health

The total life expectancy at birth in 2008 was 76.5 years
for males and 83.8 years for females (OECD, 2010).
The healthy life expectancy at birth was 51.7 years
for men and 52.4 years for women in 2005 (Eurostat,
2010). About 60 000 babies are born every year, with
an infant death rate of 2.6 per 1000 live births in 2008
(OECD, 2010).

The top five causes of death among those who are of
working age are alcohol-related causes, coronary heart
disease, accidents, suicides and pulmonary causes. The
top five causes of death among those over 65 years of age
are coronary heart disease, dementia, strokes, pulmonary
causes. Overall, the top five causes of disease burden are
joint diseases, mental diseases, diabetes, coronary diseases
and hypertension (Statistics Finland, 2009).

Characteristics of the health care system

The health care system is financed by taxes and organized
by municipalities. Primary care operates in health centres
which are currently mainly administered in units that
cover a population of at least 20 000 inhabitants. Part of
primary care is also offered in occupational health units.
Specialist care is administered in hospital districts, of
which there are 21 in total. Tertiary health care services
are offered in the five university hospitals.

Twenty-two percent of physicians work in health centres,
47% in hospitals, 2% in other public medical centres, 6%
in occupational health and 11% private practice (2007)
(Finnish Medical Association, 2010).

Table A8.1 shows that in 2008 Finland spent 8.4% of
the GDP on health care. Although this is near the EU
average level, the expenditure per capita on health care
is above the EU average. The number of hospital beds
rapidly decreased in the past decade, as did the average
length of stay in hospitals and, less so, the number of
acute hospital admissions. Compared to the EU average,
Finland has a relatively high supply of GPs and nurses,
but less physicians in total. There were 2.7 practising
physicians in Finland when the European average was 3.0
per 1000 inhabitants in 2008. The number of outpatient
contacts per person is remarkably low.

2. Structure of the primary care system

2.1 Primary care governance

Several government programmes have reshaped health
care during recent years. For example, in primary care
health centres have been reformed to create larger units.
The intensity of changes has resulted in a shortage
of GPs in many areas of the country. The Ministry of
Social Affairs and Health has for this reason started
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programmes to support development in primary care.
A new action plan, “An Effective Health Centre”, was
launched in September 2008 for the years 2009-2010.
The focus is primarily on improving health care services
for chronic diseases (Ministry of Social Affairs and
Health, 2010).

Primary care is provided by health centres and
occupational health units. A health centre consists
of different groups of medical professionals (e.g. GPs,
home care nurses, physiotherapists, occupational
therapists and speech therapists) all working in the same
administrative unit. It has been stipulated by law that
the municipalities have to organize access to the health
centres during working hours. The need for medical help
has to be assessed within three days and the care given
within an appropriate time, within three months at the
latest. Currently, variation in services is huge because of
shortages in general practice manpower in some parts of
the country. The cooperation of primary care with other
levels of health care (including social and mental health
care) is stipulated by law.

The national planning of primary care services does not
have a separate unit in the Ministry of Social Affairs
and Health, but instead there is a common planning
unit for all health care services. The government can
regulate services through laws and statues. Since the
early 2000s there has been a lot of governmental
development funding available. The Ministry moves
towards its goals using specific project money. However,
municipalities are responsible for organizing health
care and the government has limited possibilities to
influence the services. Municipalities vary in size from
only a few hundred to more than half a million in terms
of population, so their power to cover the problems of
variation in demand, differ a lot. The government has
forced small municipalities to organize primary care
services in administrative units that cover a population
of at least 20 000 inhabitants.

Physicians can work in primary care if they are qualified,
and have completed a vocational training. However, the
Ministry allows exceptions to this due to the shortage of
primary care physicians.

In addition there is no specific infrastructure for quality
management in primary care. Duodecim, the scientific
association of physicians, is responsible for guideline
development, but there are no guidelines specific to
primary care. The National Institute of Health and
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Welfare (THL) organizes support for the rational use
of medicines in primary care. However, health centres
voluntarily organize systematic quality development in
the Finnish Quality Networks. This voluntary movement
covers more than half of the Finnish population.

The patient law regulates the rights of patients in health
care. Patients can see their medical records, they can
influence decisions on treatment and they can refuse
treatment. Patient complaints are handled primarily at
the point of care, but cases can be moved to higher levels.

2.2 Economic conditions of primary care

There are no official statistics available for the total
expenditure on primary care. According to the OECD,
29.5% of total expenditure on health is spent on
outpatient care (including hospital outpatient care), and
5.4% on prevention and public health (in 2008).

Every citizen is covered for health care. Co-payments in
primary care are minimal. Patients have a co-payment
of up to €50 per year on general practice visits. Costs
for medicines prescribed in primary care are covered
for 0-60%, depending on the diagnosis and type of
medicine, but medicines for severe chronic diseases are
covered for most part. There is also an annual maximum
of €675.39 for out-of-pocket medical payments.

In total, about 24% of the total health care costs are
paid by patients. A survey from 2007 among the general
population showed that 17% of the respondents rated
general practice care as not very or not at all affordable
(European Commission, 2007).

Most GPs are employed by municipalities and salaried.
The exact remuneration method can vary by municipality.
The remuneration can be based on a mix of services
provided and the population size or monthly salary. The
salary is rarely related to indicators of performance.

Physicians working in occupational health centres are
paid for by the national health insurance (50%) and
by employers (50%). Besides, there are also private
physicians (including specialists in general practice and in
other fields) who deliver primary care services, for which
patients pay out of pocket, and receive a remuneration
from the national insurance company for about 30% of
the costs.
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The average annual income on salaried GPs is €64 254
(in 2007) (OECD, 2010). Specialist incomes (such as
gynaecologists, ophthalmologists and cardiologists) are
generally much higher than this. GPs tend to have a
similar level of income to specialists who do not work
much out of hours or do not work in private practice
in addition to their normal hospital work (such as
paediatricians, internists and neurologists). Nurses have
a lower level of income compared to GPs (see Fig. A8.1).

Fig. A8.1: How does the average income of mid-career health
professionals relate to that of a mid-career GP?
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2.3 Primary care workforce development

Normally when patients visit a health centre they first
see a GP, but many health centres are moving to a
model where visiting patients are first seen by nurses
and, according to the protocols or patients’ needs, they
consult GPs. The main reason for this task substitution
development is the workload of GPs and shortages of GPs
(see Fig. A8.2). Shortages are partly the result of young
physicians who want to cut down the number of working
hours and partly the result of the reorganization of out-
of-hours work in specialist care, which has resulted in an
increasing need to employ young doctors.

The health centre workforce includes several disciplines —
GPs, dentists, nurses, physiotherapists, psychologists,
speech therapists. Patients can increasingly contact
paramedical personnel directly. However, it is still the
case that home care nurses, physiotherapists, occupational
and speech therapists mostly work by referral from
general practice.

At the moment, the average age of GPs is 45 years. In
many health centres the management (in collaboration
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with the municipality) is responsible for employing a
sufficient number of GPs and nurses. This has led to the
reorganization of work in many places.

Postgraduate training in general practice started in
1961 and it became a specialty in 1970. It is a six-year
curriculum and 2806 graduates had completed the
training by the end of 2010. However, only about half
of the trained GPs end up working in health centres
(others are often employed in occupational health care,
rehabilitation or administrative work) and many places
are forced to employ young physicians who have not
even completed their basic studies (Finnish Medical
Association, 2010).

The great majority of all physicians are members of the
Medical Association (about 95%). About two-thirds of
physicians working in health centres are members of
the general practice association and about one-third are
members of the scientific body of GPs.

Fig. A8.2: The development in supply of (selection of) primary
care professionals per 100 000 inhabitants in the most recent
available five-year period
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Source: Eurostat, 2010.

3. Primary care process

3.1 Access to primary care services

The shortage of GPs nationwide has varied from 5% to
10% during recent years. Local differences can be great,
varying from 46 to 65 GPs per 100 000 population.
Urban-—rural difference is only one of the explanations
(Finnish Medical Association, 2010).
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The Eurobarometer survey from 2007 showed that
almost all respondents (92%) find it easy to reach and
gain access to GPs (European Commission, 2007).
Opening hours of health centres are normally from 8 a.m.
to 3 or 4 p.m., and are not determined by law. Health
centres in cities, however, are usually open until 8 p.m.
They almost always use an appointment system for the
majority of patient contacts, offer special clinical sessions,
and telephone consultations, and have a practice website
(see Fig. A8.3). Health centres however rarely offer e-mail
consultations (Dobrev et al., 2008).

Fig. A8.3: The extent to which organizational arrangements
commonly exist in primary care practices or primary care

centres
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Special clinical Appointment
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GPs work on average 39.7 hours a week. An average
consultation has a duration of 20 minutes. Home visits
are rarely made by GPs.

After normal working hours patients can visit out-
of-hours units that are more and more organized in
conjunction with hospitals. It often occurs that one of the
GPs of a health centre provides services from 4 p.m. to
10 p.m. in their own health centre. Some of these services
are also outsourced (and provided by specialty trained
staff). They also follow triage to evaluate the need for
acute care and patients are referred back to their normal
practices the following day.

3.2 Continuity of primary care services

Patients are assigned to a health centre in their area, but
they are often free to register with any GP in that centre.
A new emerging change is that patients are allowed to
choose any of the consultation units in their health centre
they want (Ministry of Social Affairs and Health, 2011).
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Occupational health services, which often also cover
1%

primary care, are offered to the great majority of working
population in the community where they work.

More than half of the population have a personal GP.
The other half do not always meet the same GP upon
their visit. Because of the shortages in manpower many
health centres do not use a list system and patients can
access any of the physicians in the health centre.

The average population size per GP is 1900. However,
this can vary a lot across the country.

The patient satisfaction with GPs leaves room for
improvement, as shown in Fig. A8.4.

Fig. A8.4: Patient satisfaction with aspects of care provision
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To guarantee continuity of care, all GPs have to routinely
keep records for all patient contacts by law. All health
centres have computerized systems. GPs use their
computer for various purposes, including booking
appointments with patients, financial administration,
prescription of medicines, keeping medical records of
patients, searching for expert information on the Internet,
and communicating patient information to specialists
(Dobrev et al., 2008). Their clinical records are able to

generate lists of patients by diagnosis, but rarely by health
risk.

GPs commonly use a referral letter when they refer
a patient to a medical specialist. Variation exists
across the country in the extent to which specialists
communicate with GPs after an episode of treatment,
or after performing after-hours services. On average, it
is common practice for specialists to communicate the
necessary information to a GP concerning their patients.
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3.3 Coordination of primary care services

Patients need a referral to consult specialist care, except in
acute cases. In 2008, there were on average 1.6 visits per
inhabitant to a GP per year, 3.2 visits to other personnel
in health centres and 1.4 visits to medical specialists.

GPs also give referrals within the health centre to nurses,
occupational therapists and physiotherapists. Patients can
also increasingly visit these professional groups directly.

Patients can visit medical specialists directly in private
practices if the costs of the visit are paid privately (see
section 2.2). In these private centres many specialties are
accessible, along with general practice services. In health
centres there are only seldom specialists available (see Fig.
A8.5). Health centres are growing in size and solo or even
small practices only exist in rural areas and these too are
disappearing,.

Fig. A8.5: Shared practice
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Note: This refers to the public sector. In the private sector, GPs and
medical specialists work mostly in large centres with many physicians
(mixed practices).

GPs often have face-to-face meetings with other GPs
and practice nurses, they usually also have meetings with
nurse practitioners, but only occasionally with home care
nurses, physiotherapists, social workers and community
mental health workers. They rarely collaborate
with midwives.

Nurses are frequently the point of first contact in health
centres, and usually provide nurse-led health education.
Specific clinics, such as nurse-led diabetes clinics are
rarely performed in primary care.

Although it is uncommon for medical specialists to visit
a health centre to provide replaced specialist care, or joint
care with a GP, this is slowly increasing. The Ministry
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emphasizes this kind of development. Specialists do
provide clinical lessons for GPs. GPs rarely ask (telephone)
advice from medical specialists, due to a lack of time.

Public health information is not often collected from
patient records. Some health centres do perform this, but
they are a minority.

3.4 Comprehensiveness of primary care services

Health centres in Finland are generally well equipped.
People often visit the health centre first with their
medical problems. In rural areas this is the rule, but in
cities, where many private services are available direct
contact with specialists also takes place. Those that have
well-functioning occupational health care can contact
these services first. As a result, for most health problems

patients will usually or occasionally visit a GP for first
contact (see Table A8.2).

Many women make direct contact with private
gynaecologists. Only acute cases with ophthalmological
problems contact GPs. In most cases people have direct
contact with a private ophthalmologist. A number of
families have private insurance for their children and they
can contact private paediatricians directly.

Most chronic conditions are taken care of by GDs.
Exceptions are certain conditions that need new and
expensive medication like acute rheumatoid arthritis and
multiple sclerosis.

Minor medical technical procedures are performed by
most GPs.

Much preventive work, such as Pap-smears and
vaccinations, are performed by nurses in health centres.
GPs have their specific tasks in child and maternity care,
according to protocols, which make preventive service a
continuous chain of services provided by GPs and nurses.

GPs are usually active in health promotion as part
of their practice. It is estimated that one-third of
their working time is used for prevention and health
promotion activities.
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Table A8.2: GPs’ involvement in delivery of various primary care services*

GPs’ estimated involvement in the
provision of:

GPs are “always” involved in the
provision of care regarding:

GPs are “seldom or never” involved
in the provision of care regarding:

First-contact care
(from a list of 10 items)

Treatment and follow-up of diseases
(from a list of 9 items)

e Chronic bronchitis
* Pneumonia
e Uncomplicated diabetes type |l

e Patients admitted to a nursing home/
convalescent home

Medical technical procedures
(from a list of 10 items; involvement of
GP or PC practice nurse)

* Wedge resection of ingrown toenail

e Removal of sebaceous cyst from hairy
scalp

¢ Wound suturing

e Excision of warts

® Removal of rusty spot from the cornea
e Joint injection

e Strapping an ankle

e Setting up an intravenous infusion

Preventive care
(from a list of 8 items)

surveillance

e Cholesterol level checking
e Family planning/contraceptive care
¢ Routine antenatal care and paediatric

® Immunization for tetanus
e Testing for sexually transmitted diseases

¢ Influenza vaccination for high-risk
groups

e Cervical cancer screening
e Breast cancer screening

Health promotion -
(from a list of 4 items)

Note:

* Answering categories for the involvement of GPs: (almost) always; usually; occasionally; seldom or never.

4. Outcome of the primary care system

4.1 Quality of primary care

On average, GPs write 1.2 prescriptions per patient on the
list per year (Kela, 2010). This number is slowly growing.
Use of antibiotics or sleeping pills is at a medium level
compared to other Nordic countries. The defined daily
doses of antibiotics in ambulatory care is 23.1 per 1000
inhabitants per day (National Agency for Medicines and
Social Insurance Institution, 2009).

Concerning the quality of the management of chronic
diseases, the results indicate room for improvement. For
the adult diabetic population in 2009:

¢ 30% had a cholesterol level above 5 mmol/l
(Conmedic, 2009)

*  52% of patients with high blood pressure had a
pressure above 140/90 mm Hg (Conmedic, 2009)

*  41% of type 2 diabetic patients had an HbA1C
above 6.9% (Cebolla & Bjornberg, 2008)

*  65% had an eye fundus inspection according
to the recommendations in the last 36 months
(Conmedic, 2009).

Furthermore, an estimated 65% of individuals with
wheeze in the last 12 months or diagnosed with asthma
had a follow-up visit in primary care during the last year.

Fig. A8.6 shows the number of hospital admissions
for a number of primary care sensitive conditions, to
provide insight into the quality of primary care. Hospital
admissions are low for patients with dehydration,
perforated ulcer and pelvic inflammatory disease.
However, relatively high admission rates exist for patients
with kidney infection, ENT infection and asthma.
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Fig. A8.6: Number of hospital admissions per 100 000
population with a primary care sensitive diagnosis in 2008
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Sources: THL (National Institute of Health and Welfare) personal
communication; Kaypa hoito, 2010.

4.2 Efficiency of primary care

GPs do not usually make home visits, the only exception
is home care patients who are visited according to a
treatment plan. Most home visits are performed by nurses,
and concern elderly care and families with newborn

babies.

More and more patient requests are taken care of by
telephone.

General practice consultation duration is increasingly
becoming longer because many patients have several
morbidities and the intention is to handle the treatment
plan for all health needs during the same visit. In 2010,
the average consultation time was 20 minutes.

The average number of prescriptions per physician (in
total) was 442 and per GP was 535 prescriptions in
2009. The average cost of medicines was €46 043 per
physician in 2009. The costs had decreased 4.3% from
the previous year.
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9
France

TI. Cartier, Y. Bourgueil

1. The context of primary care

Country and population

France is a western European country of 64.35 million
inhabitants (Eurostat, 2010) on a territory of 632 759 km?
(mean density of 100/km?) (INSEE, 2008). It is divided
into 22 regions and 96 départements in the European
area and 12 overseas communities (4 being both a region
and a département). The 2009 population growth was
0.57% and the total fertility rate is one of the highest in
Europe: 2.0 children per woman. Currently, 24.8% of
French people are aged under 20 years and 16.5% are over
65 years. 51.6% are women (Eurostat, 2010). Because of
the baby-boom post-Second World War, it is estimated
that more than one-third of the French population will
be over 60 years in 2050 (Brutel and Omalek, 2006).
Density is very variable in regions, ranging from 34.7 in
Corsica to 968.6/km? in the capital region, Ile-de-France
(Eurostat, 2010).

Development and economy

France is a democratic and secular Republic based on
two national parliaments and is governed by a President
and a Prime Minister. The central state has prerogatives
over local authorities on almost all policy subjects, but
decentralization exists both at regional and department
level, particularly for social policies.

France is the eighth largest world economy in 2007, based
mainly on services. The GDP per capita is PPP$ 33 564
(24th in the world) in 2007 (IMF, 2010). France ranked
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Table A9.1: Development of health care resources and utilization
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Total health Total health Hospital beds Physicians
expenditure as % expenditures per (per 100 000 (per 100 000 GPs as % of all
of GDP capita (in PPP$) population) population) physicians
France EU’ France EUT France EUT France EU’ France EU
1995 104 7.6 2101 1275.9 892.6 740.9 323.3 292.7 28.8 2756
2000 10.2 7.9 2542 1608.0 805.1 669.0 329.6 295.1 28.0 28.3°
2005 111 8.5 3303 2150.9 725.3 604.6 337.7 316.0 26.4 26.34
2009 11.087 8.8 36017 2788.2 692.97 564.8 334.8 321.6 25.97 2558
Acute care
Nurses Average length of hospital Outpatient
(per 100 000 stay (days) in all admissions (per contacts per
population) hospitals 100 population) person (per year)
France EU? France EU’ France EU? France EUT
1995 590.6 57541 1.5 12.5 22.9 15.7 6.4 6.6
2000 650.6 655.9 10.8 10.3 22.3 17.7 6.9 6.8
2005 742.2 682.7 10.4 9.5 20.9 16.2 6.6 6.8
2009 793.7 745.5 10.07 8.8 20.87 15.6 6.3° 6.9

Sources: EU average values are based on the European Health for All database (WHO Regional Office for Europe, 2010). France values are based on
Eco-Santé data (Eco-Santé, 2010), with sources from INSEE, DREES, IRDES, CNAM.

Notes: ' Years: 1992, 1997, 2002, 2007. 2 Years: 1991, 1996, 2001, 2006. ? Year 2005, EU average excluding ES, CY, GR, MT, PL, RO, SK, UK. 4 Year 2002,
EU average excluding CY; ES, GR, MT, PL, RO. ®Year 1997, EU average excluding BG, CY, ES, GR, MT, NL, PL, RO, SK. 6 Year 1993, EU average excluding
CY, ES, GR, MT, NL, PL, RO. 7 Year 2008 instead of 2009. © Practising GPs (and non-licensed GPs). ° Year 2007 instead of 2009.

8th on the Human Development Index with 0.961
(UNDP, 2010). The unemployment rate is quite high
for a developed country: 9.5% of active population at
the beginning of 2010 (Eurostat, 2010). Concerning
education, 69.6% of the population has finished the
secondary level of education, but 9% of the population
aged between 18 and 65 years old are considered illiterate
(ANLCI, 2009).

Population’s health

Life expectancy at birth in France is high: 84.8 years for
women, 77.6 years for men. Healthy life expectancy at
age 65 is respectively 9.9 and 9.4 years. Infant mortality
was 3.7 deaths for 1000 living births in 2007, among
the lowest in Europe. Causes of death are significantly
different between men and women: cancer is the main
cause (33.1%) for men, followed by cardiovascular
diseases (25.5%), whereas it is the opposite for women
(23.9% and 30.5% respectively). The other main causes
of death are external causes (7.1% total) such as accidents
or suicides, respiratory diseases (6.1%) and neurological
diseases (5.4%) (Eurostat, 2010).

Characteristics of health care system

The history of the French health care system is marked
by two principal events. The first is the creation of the
National Health Insurance as a branch of Sécurité Sociale,
just after the Second World War, which aims at universal
coverage, quality of care and solidarity, according to
a mandatory scheme for workers (CNAM, 2008).
Universal coverage was fully reached in the year 2000,
with the creation of the Universal Medical Coverage
(CMU) (Ministere de 'Emploi et de la Solidarité [Aubry
M1, 1999). The second event is the creation of academic
hospitals in the year 1958, organized by regions, and
creating a duality in the French health care system
between ambulatory care, with both specialists and
generalists paid on a fee-for-service basis, and specialized,
highly technical, predominantly public hospital care. As
shown in Table A9.1, overall health care consumption
(hospital, ambulatory, pharmaceuticals, etc.) is high in
France, when compared to other countries of the same
size and same wealth, and became a rising concern in the
mid 1990s. This led to a discussion about the problems
of poor care integration and the oversupply of health care
services offered. Since then, successive reforms with a
global philosophy of cost control and rationalization of
health care supply and demand have been introduced.
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2. Structure of the primary care system

2.1 Primary care governance

Primary care in France was never defined as having
explicit goals until the introduction of the Hospital,
Patients, Health, Territories Law in 2009 (Ministére
de la Santé et des Sports [Bachelot R], 2009), which
aims to reorganize the health care system at a regional
level, including primary care. The mission of GPs and
primary care professionals are detailed in it, regardless
of their practice mode. Responsibility for primary care
governance is not organized through one central place or
budget, as there is no ministerial department for it, nor
a proper budget line. Previous government interventions
in primary care governance focused on equality in
access, through policies on distribution of human
resources. These policies are mostly incentive-based
ones. Multidisciplinary collaboration between health
professionals is at its beginnings in ambulatory care,
because of the lack of legislative support until recently
and the dominance of fee-for-service payment for all
professionals. But it is a growing process, with many new
health networks created in the 1990s and, more recently,
multidisciplinary team practices.

The current scheme of governance in primary care is
mostly based on the Convention Nationale, a contract
between the National Sickness Fund and unions of health
professionals (which are divided), aiming to regulate the
activity of the ambulatory sector by a national agreement
(UNCAM et al., 2005). The last one was signed in 2005
for five years, with the specific objectives of improving
coordination and quality of care, maintaining and
improving access to care, respecting the freedom of
choice of patients, and preserving future prospects for
ambulatory physicians. At the beginning of 2010 a new
Convention Nationale should have been signed, but
there was no agreement, so a réglement arbitral (arbitral
settlement) took place and the Convention Nationale
process was repeated until a new Convention between
the two parties was signed (Ministere de la Santé et des
Sports, 2010). What is currently observed is a kind of
translation of responsibility for primary care governance
from the National Sickness Fund to the government. At
the community level, some actions for primary care are
taken incidentally, notably by the départements, which
are responsible for funding centres for mother and child
care (République Frangaise, 2007), and by municipalities,
which can manage home services and can fund health
centres or facilities for self-employed health professionals.
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To practise in health care, physicians are required to hold
a state diploma in medicine, be of certain nationalities
(European, Moroccan or Tunisian), and be inscribed
at the Ordre des Médecins (the national physicians’
association in charge of licensing and physician discipline).
To work as a self-employed GP, physicians must be
inscribed at the Unions de Recouvrement des Cotisations
de Sécurité Sociale et d’Allocations Familiales (URSSAF)
for the collection of social taxes, and at a local sickness
fund (Conseil National de ’'Ordre des Médecins, 2008).
Important mechanisms used to maintain and improve
the quality of care include mandatory continuing medical
educati